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PREFACE

The general purpose of this study was to evaluate
two community protective service systems in terms of
the mechanisms for the identification and the handling
of child abuse and neglect cases and the effectiveness of
intervention.

Data were collected in two sites. Site I, which has an
emergency reporting system and a comprehensive 24-
hour protective service program, is Nashville, Davidson

ill
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County, Tennessee. In Site II, Savannah, Chatham
County, Georgia, the protective service system is a more
traditional one with no internal provision for 24-hour in-
take within the public welfare system.

This monograph reports the fmdings relevant to the
systems' structure and case handling processes. A subse-
quent report will focus on the nature and effectiveness
of intervention.
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Chapter I

INTRODUCTION

Background Statement

Historically, children have been subordinate beings
in most known societies with parents or other caretakers
virtually possessing the absolute power of life and death
over them. And all too often, throughout time, the exer-
cise of adult powers over children has resulted in ex-
treme maltreatment of children and even death.' In
America up until 1874, few, if any, laws or societal
mechanisms existed which were designed to regulate care
and protec:ion of children.

In fact, societies for the prevention of cruelty to an-
imals -- 1822 in England and 1866 in America were or-

ganized before those for the protection of children. The
first action taken in tne interest of child protection was
initiated through the New York Society for the Preven-
don of Cruelty to Animals. The impetus for the action
was the discovery, by a church worker, of a child who
was being extremely maltreated by her step-mother and
father. The church worker, finding deaf ears from legal
and authoritative sources to her pleas for help for the
child, approached the S.P,C.A. with her concerns. The
actions of the society resulted in the removal of the
child and jail terms for her parents. Subsequent to the
"Mary Ellen" case the New York State Legislature, in re-
spsinse to public opini,Ins, passed laws protecting chil-
dren's rights and autldzed the creation of societies for
the prevention of zrtielty to children. In 1875, the first
such organization anywhere, the New York Society for
the Prevention of Cruelty to Children, was formed.=

Concern for children gained impetus as similar orga-
nizations in other communities followed the creation of
the New York S.P.C.C. .Additional support for the cause
of children subsequently followed through the federal
government. Child welfare programs were the earliest so-
cial welfare service plograms provided by the f,:deral
gcvernrnent. But :!ven with the adveut of private agen-

11-or an aLcount of maltreatment to children see
Lloyd Dc Mause, "Our Forebears Made Childhood a Nightmare,"
Psychuto,zy TodaY (April, 1975) pr. 85-88. Mary Van Stolk, The
Batter,.-d Chdd to Clmada tTororno: kfcClell.ind and StelAut.
Ltd., 1972), Chapter 16.

See hinnia 0. Landherg. 1,1710 th,' Least 01 These Nav
Apploon-Cen:oly 1.Joft,,, Inc., 1947), pp. 102-105,
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cies and the eventual creation of the Children's Bureau
in 1912, the "collective" conscience of the American so-
ciety was not actively raised to the level of concerted on-
going intervention on behalf of children's welfare. Only
within recent years has society defined child abuse and
neglect as a social problem.

It was in the early 1960's that the public was shock-
ed by publicized accounts of physical abuse to children.
In response to the social situation, the Children's Bu-
reau in 1963 published The Abused Child Principles
and Suggested Language for Legislation on Reporting of
the Physically Abused Child as a basis on which states
could model their reporting laws.

By 1967 all of the states had passed child abuse leg-
islation. Many states have since amended their laws and
others have repealed them. While states vary with respect
to the inclusion and prescriptions of elements in their
statutes. most states place the responsibility for case
handling in the department of public welfare.3

How well the intended goals of the laws can be ef-
fectuated depends, in part, on the nature and extent of
he problem and the system's mechanisms designed to
...ea) with the problem. What are protective services?
What are the mandates guiding the delivery of protective
services? How well does delivery of services approximate
the mandates? These issues will be addressed briefly in
tivz following section.

The Nature of Protective Services

Protective service programs are designed to protect
children who are at risk of or are actually the victims of
physical abuse, neglect, sexual molestation, and other
forms of maltreatment. The extent to which children
are abused and neglcted is not known; for despite the
existence of reporting statutes, many cases are simply
riot reported even by mandated reporters. Yet, recent
years have witnessed a phenomenal increase in reported
cases of abuse and neglect. Approximately 9,000 cases
of physical abuse were reported in 1967. Present annual

3
1.w. a comparison of states' 1c)dslation sec Vinccnt De

Francis, Child Abuse Legisidtion in the 1970's (Denver, Colora-
do: The American Humane Associatior, Children's Division,
1970).



estimates range from lows of 25,000 to 500,000 to a
high of between 2.5 and 4 million.4 Low estimates gen-
erally represent physical abuse only. Estimates of neglect
are usually 3 to 4 times higher than those for physical
abuse, and sexual incidence is estimated to be approxi-
mately twice as high.

Whatever the actual incidence may be, if cases are
not reported, the system for protection and care will
probably not be brought to bear. Reporting sets in mo-
tion the states' machifiery for protecting children and
helping their families. Child protective services differ
from the usual social services rendered in the following
ways:

1. Child protective services are involuntary; they
are initiated by public welfare agencies rather
than ensuing from a relationship initiated by
the client. The initial intervention in many
communities is undortaken by law enforce-
ment agencies.

Protective service agencies carry the right to
use authority. Social agencies may invoke the
powers of the court for the child's protection.

3. Protective service agencies carry a higher de-
gree of responsibility than do voluntary ser-
vice agencies. In rendering protective services
the agency is, in effect, carrying out its obliga-
tion to the community in guaranteeing the
rights of children.

As guidance for the delivery of protective services.
the Children's Bureau proposed that a state or local wel-
fare agency be required to:

4
See the following sources for estimates by type of abuse.

Saad Z. Nagi, "Child Abuse and Neglect Programs: A National
Overview," Children Today (May-June, 1975) pp. 13.17.
Stephan J. Cohen and Alan Sussman, "The Incidence of Child ,

Abuse in the United St:ites," Child Welfare Extended Issue Vol.
LIV, No. 6, (June, 1,,S) pp. 432-442. Rievard J. Light,
"Abused and Neglected Child:en in America: A Study of Alter-
natives," Harvard Educational Review, Vol. 43, No. 4 I Novem-
ber. 1973) pp. 55*.i-598. Vincent De Francis, "Protecting the
Abused Child A Coordinated Approach," A National Sympo-
sium on Child Abuse (Denver, Colorado: The American Ilumane
Association. Children's Division. 1972) p. 8.

Investigate complaints of neglect, abuse, or abandon-
ment of children and youth by parents....or persons
serving in loco parentis; and in the basis of the find-
ings of such investigation, offer social services to
such parents....or persons serving in loco parentis in
relation to the problem, or bring the situation to the
attention of law enforcement agency, an appropriate
court, or another community ageney.5

The intent of the above mandate has been included
in the "Child Abuse Prevention and Treatment Act":

rovide that upon receipt of a report of known
ur suspected instances of child abuse or neglect an
investigation should be initiated promptly to sub-
stantiate the acct-racy of the report and, upon a
finding of abuse or neglect, immediate steps shall be
taken to protect the health and welfare of the
abused or neglected child, as well as that of any
other child under the same care who may be in dan-
ger of abuse or neglect.6

The proposed regulations for the Act suggest multi-
disciplined/multi-service resourced channels to deal with
the problems of child abuse and neglect "....in order to
protect the child and help strengthen the family, help
the parents in their child rearing responsibilities, and if
necessary, remove the child from a dangerous situa-
tion."7

The above passages indicate that a prompt investiga-
tion of the complaint is the initial requirement in the se-
quence of protective services. This need is especially cru-
cial since one of the apparent criteria for a determina-
tion of the existence of abuse is that of visible effects.

5U.S. Department of Health, Education, and Welfare, Wel-
fare Administration, Children's Bureau: Proposals for Drafting
Principles and Suggested Language for Legislation on Public
Child Welfare and Youth Services, 1957 (Multilithed).

6Public Law 93-247, 93rd Congress, 5.1191 (January 31,
1974).

7
Department of Health, Education, and Welfare, Office of

Child Development. Proposed Rules for the Child Abuse Preven-

lion and Treatment Program, Federal Register, Vol. 39, No. 168
(August 28. 1974), section 1340.3-3(3)(ii).



Far too often, however, the time which elapses be-
tween time of incident, time of report, and time of offi-
cial investigation is sufficiently long enough to allow the
visible qualities of physical abuse and some neglectful
conditions to dis, vear.8

Beyond the matter of time and observable injuries
and/or neglectful conditions is the question of the inves-
tigation itself. What criteria should be used to determine
whether or not abuse has been perpetrated or neglect ex-
ists? Should the focus of the investigation be on the
child's condition? On parents, especially mother's psy-
chological state? Parents' interactional patterns? Socio-
economic factors and immediate 'family circumstances?
All of the above and/or some combination of the above
in conjunction with other factors? We cannot attest to
the commonafity of the practice nationwide, but we
found that investigators of reported child abuse cases in
Region IV did not use any form of objective guide; the
focus depended on the investigators' personal orienta-
tion. Objective guides would appear to be a vital, though
neglected, aspect of the total investigative process in
handling child abuse and neglect cases.9 For, indeed, it
seems logical to assume that the decisions on the appro-
priateness of services to the child and its family should
rest on an adequate assessment of the total situation.
Services offered should reflect an undetanding of exist-
ing family problems and living conditions, the recog-
nized precipitating factors(s), as well as the nature and
extent of the abuse or neglect.

Protective service units have a wide range of protec-
tive services, as well as court ordered protective supervi-
sion, from which to draw in working with abused chil-
dren and their families. In the main, two basic groups of
services are normally available: (I) services to children
requiring placement outside the home, and (2) services

Bi t WaS revealed in a Regional Study of Child Abuse that,
in the cases for which time between the reported incident and
official assistance was known. in 39.6'7, of such cases at least
three days lapsed. Johnsen, Child Abuse in tlie Southeast: Anal-
ysis of 11 72 Caves. Research Monoiraph. Regional Institute of
Social Welfare Research. University of Georgia. 1974, p. 153.

9Bell and Mlyniec present a suggested guide tor the idnti-
fication of child abuse and neglect. See, Cynthia Boll and Walbce
J. ME;nicc, -Preparing for a Neglect Proc;:cding: A Guide for

the Wort:cr.-Public Weljare (IA!. !974), pp. 26-37.
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to children in their own home. What appears to be lack-
ing, however, are criteria for making judgments concern-
ing the appropriateness of given services and at what
point.' ° Another service delivery problem involves deci-
sions pivoted around referrals. When should referrals be
made and to what conununity resources?

The confusion in the offering of services was noted
by Terr and Watson. They studied 10 battered children
and their families who received an assortment of medi-
cal, legal, and social work handling over a period of two
years. They found that as a result of confusion, delays,
poorly coordinated efforts, and failures by agencies and
individuals to assume responsibility for appropriate ac-
tion, serious emotional stresses were produced in the
children who were already traumatized youngsters."

A pilot study undertaken at a Los Angeles Chil-
dren's Hospital showed that traditional approaches to
child protective services have been a failure to both chil-
dren and their parents. It was found that four out of
every Jive children were placed in foster homes and re-
mained for long periods of time. It war felt that the fos-
ter home system affected children negatively and insuf-
ficient efforts were made to change parents during the
children's placement.' 2

Indeed, there are many problems involved in the de-
livery of social services in general and protective services
in particular, especially in relation to legal issues, deci-
sions on treatment modalities, and niodes of interven-
tion on behalf of children, e.g., placement. While the de-

to.Robert M. Mulford, "The Role and Function of Protec-
tive Services." A National Symposium on Child Abuse (Denver,
Colorado: The American Humane Association, Children's Divi-
sioit, 1972), pp. 42-49.

. "Lenore C. Terr and Andrew S. Watson, "The Battered
Child Rehabiiiidied: 10 Cases of Medical-Legal Confusion."
American Journal of Psychiatry, Vol. 124, No. 10 (1968),
pp. 1432-1439.

2The Hospital has been funded to conduct a 4 and 1/2 year
study to dcrimnstrate the ineffe0iveness of present protective
service system, includMg court intervention, and to propose al-
ternative approaches. "California Child Abuse Study Indicates
Insufficient Effort to Change the Parents," Ncw York Times
(January 3,1974).



livery of services cannot be problem free, the criticisms
concerning quality and effectiveness of services continue
to mount.

Charges Against Social Service Delivery

Ciiticisms of the ineffectiveness of social work in
general and social programs in particular have placed
public welfare services and programs on the firing line
from many fronts. While social work as a profession and
public welfare programs have a young histc ry in Ameri-
ca, social work act'vities are expected and have been pre-
sented by service providers as "all things to all men." In-
deed, social work has set for itself a most difficult task,
that of rendering services desiLmed to influence the social
functioning of man and thus bring about change. In this
major task, critics warn that positive effects have been
negligible; the public dollar could be better spent.

It appears that present welfare programs and the de-
livery of services under the programs are being attacked
by virtually everyone. Recipients of public welfare ser-
vices, themselves, are a major critical force which is in-
creasingly evident in the growth and activities of welfare
rights groups. Tax payers are appalled at the federal,
state, and local monies which they feel are being poured
into activities and programs having little or no impact on
the conditions of the people they are designed to help.
And professionals working in and around welfare pro-
grams at the levels of direct service, policy making, and
research are themselves becoming critical of some pro-
grams and their management.

One may be most aware of criticisms against social
welfare programs when one recalls the open.--tions and
outcomes of programs initiated under the Economic Op-
portunity Act which is identified with America's com-
mitment to its poor. The legislation was heralded as a
"total war on poverty" with the dual aim of eliminating
poverty and restructuring society by giving the poor a
chancc to participate in the designing and administering
of antipoverty programs.

While more people r,c-eived mole services than ever
before, the reality of the --v,ancr is !Alai neither goal was
realized. Beyond such 'il!r.:1( of funds, top
heavy administration, and failure to plan effectively, a
significant ::liarge against the programs was the lack of
coordination and unclear roles between governmental
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levels.' 3

Realizing the complexity of a service delivery sys-
tem, Rosenberg and Brody suggest that coordination and
integration are necessary to bring programs "....into a
manageable and coherent social service system that is re-
sponsive to cor.:umer needs." 4

There are many negative consequences of fragment-
ed services to the consumers and to the agencies and/or
other components responsible for service delivery." It
cannot be overemphasized, that if the recipients of a sys-
tem's services are not receiving services appropriate to
their needs, then the system fails in its avowed mission.
Beyond this failure caused, in part, -Iv fragmented ser-
vices, agencies, for the same reason, fail themselves. Un-
coordinated or fragmented systems do not readily lend
themselves to documentation of senices rendered and
the impact of those services. On these two conditions
rests an agency's basis for seeking additional needed
funds.

Indeed, accountability and evaluation are increasing-
ly current pressing concerns. The tone of these concerns
in relation to children was noted in a speech by Senator
Mondale in which he made the following observations:

During Senate hearings and investigations on large-
scale social problems of hunger, education, health,
poverty, and migratory labor, several points have be-
come clear. First, as difficult as tilcFe problems are
for all of the people they affect, they almost always
hit children the hardest....A second, almost equally
disturbing realization is that while we have made
significant new inw:stments in education, health
care, and nutrition p,ograms for poor children, our

I Sar A. Levitan, The Great Society's Poor Law: A New
Approach to Poverty (Baltimore: The John Ilopkins Press,
1969).

4Marvin Rosenberg and Ralph Brody, Systems Serving
People: A Breakthrough in Service Delivery (Cleveland, Ohio:
Case Western Reserve University: School of Applied Social
Sciences, 1974), p. 1.

1 5 For a discussion of consequences of fragmented services,
see Marvin Rosenberg and Ralph Brody, pp. 1-3.



ability to evaluate them has often been disappoint-
ing. Our studies have tended to concentrate on the
"cold" facts of input variables, like amonnts of mon-
ey spent on schoo1 s or numbers of ch;ld care slots a-
vailable, and too often have been unable to measure
the "hot" facts or output variables Lilo how, or to
what degroe, or with what performance children are
actually benefiting from programs designed to help
them. We are making progress, but we still do not
know enough about how federal and state pmgrams
for the disadvantaged are assisting children to be
healthier and better motivated, or to learn to read,
spell, and do basic math.I 6

An empirical study whirh serves as an indictment
against the delivery of sccial services by public welfare
agencies, Social Services: Do They Help Welfare Recipi-
ents Achieve Self-Support or Reduced Dependency?, by
the General Accounting Office, addressed the following
questions:

I. Do developmental social services increase the
likelihood that recipients will become self-sup-
porting and leave the rolls?

2. Do developmental social services reduce de-
pendency by increasing the amount of earned
income while on assistance?

3. Do agencies have the capacity to direct ser-
vices to families most likely to reduce depen-

16,'A
Statement by Senator Walter l. Mondale,"Hamard

Education Review, Vol. 43, No. 4 (November, 1973) p. :83.
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dent:), or leave the rolls?

The researchers found no evidence of service im-
pact, i.e., services were viewed as unproductive. One ma-
jor suggestion of the study was that improvements in
management of services are not only essential, but possi-
ble.17

While the study's methodology, conclusions, and
recommendations have been criticized, there is little
doubt that the fmdings will influence Congress and the
future of welfare programs.' 8

If public social service systems can be criticized for
ineffective delivery of services, there can be little doubt
that the systems designed for the protection of children
(primarily involuntary in nature and ladened with ambig-
uous legal implications for children, their parents, and
agencies) will eventually receive their share of criticism.
It would appear that one means of anticipating frontal
attacks would be to evaluate where communities are
with respect to the problem, mechanisms for handling
the problem, and an evaluation of the effectiveness with
which problems are dealt.

17U.S..
Comptroller General, Social Services: Do They

Help Welfim Recip:ents Achieve SelfSupport or Reduced De-
pendency? (Washington, D.C.: General Accounting Office,
June 27, 1973).

18
Fox a critical analysis of the research, see Michael Wise-

man and Gerald Silverman, "Evaluating Social Services: Did
the General Accounting Office Help?", Social Service Review,
Vol. 49, No. 3 (September, 1975) pp. 315-326.



Chapter 2

CONCEPTUAL FRAMEWORK

Considering the various facets of child abuse and
neglect and the various agencies which may become in-
volved from the point of detection through the resolu-
tion of the problem, a knowledge of a community's
mechanisms for handling such cases from a system's per-
spective appears to be essential. More specifically, the
nature and extent of cases identified and reported and
by what agencies, the available resources which can be
brought to bear, the status and knowledge of intra and
interagency coordinadon and cooperation, the existence
and nature of problems encountered by each or the
agencies because of the ways other agencies handle abuse
and neglect cases, and the nature and outcome of ser-
vices rendered, all constitute important indicators of a
system's performance.

The use of the systems model is an appropriate
framework for examining a community's approach to
the delivery of protective services. While there are varied
usages of the "system" concept, e.g., computer system,
telephone system, social system, etc., the terms "systems
concept" and "systems approach" are ways of viewing
any organization of physical or human components. As
such, the systems model can be viewed as an analytical
tool for investigating the functioning of interrelated
parts which are crucial to the phenomenon being stu-
died.

Systems analysis aims at discovering how a total sys-
tem functions by virtue of the interdependence of its
parts. It provides a direction for viewing phenomena;as
such, it can provide a schema for bringing order out of
chaos and specifying previously unidentified relation-
ships. Moreover, it suggests ways of making new observa-
tions over a wide range of phenomena in order to extend
the understanding of basic underlying principles.

Definition and Natilre of Systems

A system is composi.:d of a selies cif interrelated
parts whose activitQs are coordinated according to a set
of predefined rules and procedures. At the same time, an
identified s,:stein includes subsystems and is part of a
suprasystem. Any anal:fsis must, therefore, both define
the particular system under study, and recognize that

12

the system is simply a part of a whole complex of sub-
systems, systems, and suprasystems.

Considering this aspect of systems, it isn't always an
easy task to clearly delineate the parameters for study,
i.e., system's boundaries. Matthews indicates that:

The systems view can be expanded to the examina-
tion of any operation to include all other operations
which influence the behavior of the operation under
study. As all operations have some impact on other
operations, which have impact on other operations,
and so on, this view could cause the examination of
any operation to include the entire universe. Obvi-
ously this is impractical. From a practical point of
view, what the system concept does imply is cunsid-
eration of the organization in as broad a context as
possible. The optimization of an individual operation

or department will not necessarily optimize the total

organization. There are, however, points where the
potential impact of the interaction will diminish be-
low the threshold values of the impact of additional
investigation. These tradeoff considerations will de-
fine practical boundaries for the system. When these
system boundaries have been established, the system
concept requires that the chain effects of the rela-
tionships within these boundaries be considered.1

We can view the system, then, in a dynamic sense as
a network of channels within specified or predetermined
boundaries through which products, services, resources,
and information flow within the system and between the
system and its environment.

The system concept involves both an internal and
external environment. The interaction of the systems
components control and alter the internal environment.
The external environment, which is not a part of and is,
therefore, beyond the direct control of the system, con-
sists of forces which act on and influence the system's

Don Q. Matthews, The Design of the Management Infor-
mation System (New York: Auerbach Publishers, 1971) pp. 16-
17.



functioning,

Major Elements in Analysis of Service Systems

The analysis of a system involves e:::amining input,
operations or conversion processes, i.e., the coordinated
action and activities of the various parts which control
and are controlled by the internal environment, and sys-
tem output.

Inputs are generally viewed as resources and client
input. Resource input, i.e., staff, funds, and available ser-
vices are active inputs which are used by the system to
process clients. Client inputs are used by the system or
acted upon in order for the system to realize its major
service goals.

Input also includes feedback or information flow.
Feedback can be defined as signal front the operat-
ing system about its functioning and relationship with its
environment."' Such input, if used, allows the system to
determine and correct malfunctions in its own opera-
tions and to seek needed changes in the environment.

There is a great value in input information. Such in-
formation helps in the monitoring of the characteristics
of successive groups enterin the system and the deter-
mining of changes which might require adjustments in
the service delivery process. Moreover, this kind of in-
formation helps administrators set realistic goals for the
systern.

Given inputs, i.e., resources, clientele, as well as re-
strictions, e.g., in the form of limitadons of public opin-
ion, morale, attitudes, and administrative constraints, a
social service system can he viewed as a process which
transforms input elements into (hopefully) desirable pro-
ducts. Systems operations or the conversion process re-
fers to the total process of assessing and serving clients;
this includes negotiations with internal and external en-
vironments toward the end of goal realitation.

This kind of descriptive information, when compar-
ed to other systems, would permit the administrator to
view his particular set of operations in the context of
other systcms with similar ohjectivei:. Gar; in lie :vstem
can be identified where certain recormr,ei:litims fm in-

Rosenberii ar.d iSrody, p 13.
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novative practices can be tried out.

System outputs refer to activities of and services
rendered by the system. Outputs are distinguishable
front out,comes which refer to the impact of the services
on the processed clients who have passed through the
system, i.e., as they relate to previously specified objec-
tives -- reflect changes in the problem or need status.
While output information allows a system to view and
assess its activities in terms of its objectives, it is out-
come informa.':i,- which allows the system to evaluate
the effectiven, .r the activities and services.

The relationship of the elements in a social systems
analysis is described by Rosenberg and Brody who indi-
cate that. a "....system takes in inputs across this bounda-
ry (input process), engages in a eon iersion process by
transforming these inputs and then exports the products
of the system as outputs across the boundary."3

Integrating Statement

In the remaining of this report, attempts have been
made to gain insight into the protective service delivery
system in two communities. The primary goal has been
to determine awl describe the internal functioning of the
protective service units and their relationship to the par-
ent agency. i.e., the public welfare agency. Beyond these
considerations, we have attempted to determine the rela-
tionship between the protective service system and the
external environment, i.e.. major collateral systems, to
gain insight into the community network for handling
child abuse and neglect cases.

While the larger study provides data germane to the
major demerits of the systems model, i.e., input-opera-
tions-output, this report deals with the system's opera-
tions only. One important factor demanded our taking
this wproach. Beyond the fact that input and output
data are presently being analyzed, we felt the need to de-
vote considerable attention to the structuring and opera-
tions of two distinctly different systems. Guides are
sorely needed for developing protective service delivery
systems. Thus, a close scrutiny of the functioning of
these systems and a discussion of the insights gs:iine.

might well serve as some of the guides needed. A
fluent report will integrate findings and insigki; ircor-

p.12.



porated in this report with input and output data.

A final point must be made. While the systems
model has served as the conceptual framework for the
total study, we have consdously tried not to become
bogged down in a play of strict technical jargon. Rather,

9
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our approach has been simply to utilize the tool as a
fraMework for data collection and analysis and a com-
prehensible format for presenting the results. We pro-
prose not to add nor detract from the development of
systems analysis as a methodological procedure.



Chapter 3

METHODOLOGY OF THE STUDY

Background of the Researth Project

This project, which was officially launched in the
fall of 1973 with data collectiou beginning in the spring
of 1974, was aimed at exploring certain issues relevant
to the mechanisms for and the effectiveness of social in .
tervention in child abuse and neglect cases. This is a cru-
cial issue in view of present social awareness of and con
cern about the nature, incidence and causation(s) of
abuse and neglect, and the services delivered in such
identified sit uations.

The project emanated from some of the concerns
emerging out of our Regional study of child abuse and
neglect, the results of which have been analyzed, report.
ed, and distributed national1y. in two research mono .
graphs.'

General Objectives

The following obiectives guided the research pro-
cess:

1. To determine, at tiie local level, the organiza-
tion and structure or protective sivice deliv-
ery systems.

2. To determine and assess the twine von
tent of services delivered.

3. To determine the effectiveness of the plo;ce
tive service delivei y syneins

4. To develop models fur till Jo.; savi,,c L..e
livery systems haied on the iind:n,:s.

Research Desip Evaluation Research Utiliuing
the Exploratory

Fvr..111,..1IOn r:c,rJ. i1VHtr

ha.!
i If: :_had 1,441,

`7( h .1.L.thciis of 11 2 C.3sef. Rew.,ro,
.11R S.

;.(
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matron for the purpose of assessing the outcome or im-
pact of a program or a system's functioning. While there
are many possible uses of evalution information, one of
the fundani, !al purposes of evaluation is to produce in-
formation, ..c., feedback, which can be utilized in deci-
siort r,laking. The need for evaluation as a decision mak-
ing tool rests on two fundamental conditions, i.e., some
recognized objectives or set of objectives and alternative
means foi realizing the object.ives.

Ideally, an evaluation stuJy tAwolves the collection
and analysis of data regarding the major elements of a
system, i.e., inputs, operations, and outputs. Given con-
straints imposed by limited manpower, the nature of the
system, tirne and amount of funds available for research
efforts, the ideal in evaluation research isn't always ob-
tained.

According to Astin and Panes, there are five evalua-
tion methods: I) descript Ion of operations which is the
least complex and perhaps the most widely used; 2) mea-
surement of outputs; 3) measurement of operations and
outputs; 4) measurement of inputs and outputs; and
5) an analysis of input, operations. and output data. Un-
doubtedly. decisions based on the latter method would
hase mote empirical support than those ensuing from
flndins in the other methods.2

This study has not been evaluative in the sense of at-
tempting to dettImme causal relationships between the
system componenT4 within each system studied; rather,
one systcm is );:iri-,! compared to the other with respect
to the conmonents. According to Astin and Panos, this
d:sign. i.e., coinparing two systems on one component is

lcgitun..de uroJertaking. However, by focusing upon all
h. Lomponents within each system, it is possible to

ft,Irn hypodv:ses reearding rtstationships between compo-
ncr.ts aNd diftc:euces. if any, observed between the sys-
tems with respect to system impact. A wholly general-

ould involve raridoruzation of cases in
s2.,.teui in order to account for the effect of van-

Aivand..7:- W. and Robert J. P.qio!., Pie Evaluation
1 do, dri.,1:al 1:.h.cational ifeasurrrn(nt 2nd el:1i-

cdl!tkt try P.t,ert 1.. ThorroilkL 1Wachington.1).': Ameti-
Ci. !.1k. r':1) 1 197:1. pp. 713-751.



ables not considered as part of the study.

The explanatory-descriptive design has been selected
due to the nature of the research, i.e., identification of
the issues and constraints affecting service to consumers.
The major emphasis in the exploratory study is on the
discovery of ideas and insights. This means, therefore,
that the research design must be flexible enough to allow
for the consideration of variouc aspects of the phenome-
non under study. Descriptive information does not in-
volve any explicit statements of causal relationships. The
description may be entirely qualitative or it may also in.
vnIve quantitative features.

Evaluation Criteria

As previously indicated, the general purpose of this
study has been to evaluate two protective servIce sys .

tents in terms of the mechanisms for the identification
and the handling of child ahuse 'and neglect cases and the
effectiveness of intervention.

With respect to this goal, we have conceptualized
criteria presumed to be basic both to the realization of a
protective service system's functions or activities and to
a determination of the effectiveness of services rendered
by the system.' Outline( are the major activities.
evalu;.,tion criteria, and fat. considered to be contrib-
utory toward the way the systems functioned. The
above elements are basic to the present report and will
be considered in the comparison of the two systems' op-
erations in Chapter 6. Secondly,, criteria which will be
utilized to evaluate the effectiveness of intervention
which will be a major thrust of a forthcoming report,
have been included.

Evaluation of Systems Operations

FunetionslActivities. A system's functions or activi.

ties are, in effect, the components through which the
system operates. The major functions of a protective ser .
vice system, as we view them are:

3 Admittedly. economic con,iderations are ferinane to ad-
minist:ativc decisions recardim: program operations: however, ec-

onomic criteria live not been utilized in this evaluation primari-
ly dua to limited time, funds. and manpower and a lack of con-
ceptual clarity for cost-efficiency ana7, ses of social services sys-
tems.

I. Coordination and Cooperation with the Envir-
onment. The protection of children is a com-
munity affait , one in which many systems
may and must become involved if the protec-
tive service program is to be a success. View-
ing thc protection of children in this manner,
it logically becomes an expected function of
the system, mandated to protect abused and
neglected children, to initiate and/or maintain
a well coordinated and cooperative relation-
ship with its environment.

Intake. Entrance into the protective service
system occurs through intake. The intake
function involves the screening of cases to de-
termine the nature of the action to be taken.

3. Screening. While screening can and is general-
ly consideled an aspect of the intake process,
we have chosen to treat screening as a separate
function or activity, as each system handled
the process in distinctly different ways.

4. Investigation. The investigation, through
which the validity of complaints is deter-
mined, has probably always been a major ac-
tivity of protective service systems. However,
in view of the mandate in Public Law 93-247,
requiring that the State provides for an inves-
tigation of every reported known or suspected
instance of abuse or neglect, we can assume
that the investigatory function will become in-
creasingly more important as a protective ser-
vice system activity.

5. Case Assignment. Case assipment as a func-
tion may be related both to investigation and
to case handling. In relation to the investiga-
tory function, the assignment of cases appears
to be based on assumptions regarding the na-
ture of the incident and the severity of the in-
juries or the neglectful conditions. The assign.
ment of cases for "management" purposes
seems to be based on the above assumptions
as well as structural and organizational aspects
of the system.

6. Case Ikndling. Responsibility for planning
and coordination, referrals and/or court peti-
tions, and on-going delivery of services to chil-
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drer and their families, i.e., follow-up, are ele-
mems of the case: handling function.

7. Record Keeping. Record keeping is the pro-
cess of maintaining data which can be utilized
for the general purposes of accountability,
showing effectiveness of services, and for in-
ternal decision-making functions.

Evaluation Criteria. The following set of criteria has
been used in evaluating how the systems operated in
terms of the functions. This list of criteria is in no way
considered inclusive, nor does every criterion relate to
the evaluation of every activity.

1. Expediency as a Criterion. This criterion re-
fers to the immediacy with which the man-
dated protective service system responds to re-
ports of abuse or neglect. The measure of ex-
pediency was determined by a consideration
of the time which expired between the time
the report was received and the time of offi-
cial action, i.e., investigation. The data for
these calculations were obtained from case re-
cords. Beyond this, a determination of expedi-
ency was based on the existcnee of intra and
interagency linkages and coordination in the
response process.

2. Compliance as a Criterion. There are two as-
pects of this eritelion. First, incidence cover-
age is defined as the extent to which cases
identified by collateral systems are reported
to the mandated protective service system. Se-
condly, investigatory coverage refers to the
extent to which the recipient of reports inves-
tigates relevant eases. To determine incidence
coverage, we considefed the question of who
may and who does report to the mandated
protective service system. Similarly, respon-
dents in the collateral systems were asked if,
when, to whom. and ender what circum-
stances they reporte,1 identified cases of abuse
and neglect. To defeimine inve,-;t1,eito1y cov-
erage, :he responses to the "ar; all
cases investiotedr, were ..dert.d.
question w ask,:d in rcl.uin nedect and
thu;;c complaints.

3. Efficiency as :7 Crituriwz. Ft(lk-tertey,:,:cncral-
running productiit,.. ot...tet(:n with mini-

mum v.a..te. .-..2;tent t oor-
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dinated and cooperative efforts in internal op-
erations and in relation to the parent agency
and to the external environment. To deter-
mine the nature of sue!) relationships, inter-
viewees in the protective service system and in
the collateral systems were asked to describe
procedures of operating from the point of
identification. Further, the respondents were
asked if the outlined procedures were uni-
fomi/routine. In addition, a comparison of
system's personnel performing functions was
considered.

4, Operational Definition of Abuse and Neglect
as a Criterion. An operational defmition of
what constitutes abuse or neglect was consid-
ered to exist if the following conditions were
present: 1) written policy describing condi-
tions and priorities set for responding to re-
ports, and 2) case handling predicated on a
distinction between emergency intervention
and long-term services. Beyond this, gross in-
consistencies among respondents to the ques-
tion, "If cases are confirmed as a result of in-
vestigation, what actions are then taken by
your agency?", suggested a lack of defmition-
al clarity. Interviewees were asked to consider
a list of abusive and neglectful situations hav-
ing serious and non-serious consequences for
children.

Contributoty Factors. The following factors have
been viewed as variables which may explain, in part, the
way the systems operated in relation to the functions:

I. Case handling hy the external envifonment.

2. System `,IflIctilre (mciuding link:ige to the
parent .igency).

3. Organizational behaviois (includim; operations
ol relation to the external environment).

4. Constraf.nts (including lack (if knowledge and
irainitut, tack of coordination and coopera-
oon, lepl constraints, and limited funds and
manpower).

Evaluation of Effectiveness

In order to evaluate a system's intervention, Le., ser-
vu. es rr..!ndeled, a set of criteria has been conceptualized



which will allow inferences to be made about effective-
ness. These criteria are:

1. Recidivism as a Criterion. The extent to
which children do not return to the system as
measured by the absence of subsequent re-
ports is considered an indication of the effec-
tiveness of intervention. We acknowledge the
fact that the inability to control for such rele-
vant variables as family mobility, failures in
the reporting system, and the occurrence of
injuries not detected by potential reporters,
lessens the validity of recidivism as a criterion.

2. Severity of Subsequent Injuries as a Criterion.
This criterion is predicated on the belief that
if services are effective, subsequent reported
incidents will involve injuries less serious in
nature than prior incidents.

3. Length of Time Between Reported Incidents
as a Criterion. Longer periods of time be-
tween incidents is considered a measure of ef-
fectiveness. hiere, too, the factors associated
with recidivism as a criterion warrant that in-
ferences be made with caution.

4. Rehabilitation of Perpetrator as a Criterion.
To the extent that reported incidents do not
involve the same perpetrator(s). we infer that
services were effective.

5. Disposition of Agency as a Criterion. In uti-
lizing agency disposition as a criierion. the as .

sumption is made that subsequent dispositions
will either remain the same or be less scvere,
e.g., services in the home over against removal,
than earlier dispositions.

The limitations of the above variables as me:isures of
effectiveness are both realized and acknowledged. It is
understood that the best measures of effectiveness
would be those which indicate some direct impact on
the lives of the children and their families, e.g.. growth
and development factors. family rehabilitation. etc., over
time (longitudinal design). A less accepted, though per-
Laps more direct than the present study design, would
involve post-measures of subjects who have been abused
or identified as abusers. For the scope of this study,
neither avenue was open. Thus, while the present study

1 s
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(Level 11 data) has the advantage of a time-series look at
case data in terms of reported incidents, a major weak-
ness with respect to the evaluation of effectiveness has
been the lack of measmes of personal growth and devel-
opment.

Protective Service Delivery Systems Studied

Data for this study were collected in two sites --

Naslnille, Davidson County, Tennessee and Savannah,
Chatham County, Georgia. In Site I, Nashville, David-
son County, Tennessee. an emergency 24-hour report-
ing system with a unique protective service program
(CES-Comprehensive Emergency Services) has been in
effect since 1971.4 As a basis for planning for the pro-
gram which was funded as a demonstration project by
the Office of Child Development, H.E.W., the Urban In-
stitute of Washington, D.C. conducted a study of neglect
and dependent children in Metropolitan Nashville in
1970-1971. In Site II, Savannah, Chatham County,
Georgia, the protective service system is a more tradi-
tional one with no internal provision for 24-hour emer-
gency reporting within the public welfare system.

Data Sources and Research Procedures

This research project was conceptualized in two lev-
els. The primary goal of Level I was the delin..Aion of
the systems' mechanisms for the identification and the
handling of child abuse and neglect cases, i.e., program
structure and organization. The major goal of Level H
was to determine the nature and effectiveness of the sys-
tems' intervention.

Level I data which served as the data source for the
analysis of system's operations or process issues were ob-
tained from several sources in each site. In Nashville,
these kinds of data were obtained from interviews with
('ES personnel, direct on-site observation, and two major
reports: 1) one representing findings from an evaluation
study of protective services in Nashville,5 and 2) an in-

4
r.'prchonsive Emergency Service will bc referred to as

(TS :(1 nainder of this report.

Marvin R. Burt and Louis II Blait. Options for Improving
the Care of Neglected and Dependent children. Nashville-David-
son County. 7 ennessee. (Washington, D.C.: The Urban Insti-
tuts:. 1971).



house survey of medical facilities.6

In Savannah interviews with instruments of a struc-
tured and semi-structured format were conducted with
administrative and service workers in the protective ser-
vice unit of OHR,7 with similar level personnel in the
police department, in four hospitals and the public
health department, and court workers. Additionally, on-
site observations of the system's operations were utiliz-
ed. Thus, the data for the operations or process compo-
nent of the two systems are not from entirely compar-
able sources. Obviously, having embarked on a research
effort of a project for which evaluative research had
been conducted as in the case of Nashville's CES project
and a system on which similar research had not been car-
ried out, we could not utilize the same type of proce-
dures as if we had conducted our research activities in
two sites with similar programs and at similar stages of
program development. Actually, one of the values in the
study, we feel, is in the comparisons we will be able to
make in this and subsequent reports of two very dissimi-
lar systems for the delivery of protective services to
abused and neglected children. Beyond this,we do not
feel that the efficacy of the findings is violated by this
approach for two major reasons: I) the exploratory de-
sign allows flexibility in the data collection process, and
2) the systems' flow charts, constructed as a result of the
data collected and the on-site observations, were review-
ed for accuracy by project personnel with system's re-
presentatives in each site.

Level II data, which will serva as the data base for
issues relevant to systems input, output, and outcome,
were obtained in each site through structured interviews
with protective service staff and a structured question-
naire to which case data were transferred from agency
records. These data are presently being computer pro-
cessed.

Focus of this Report

This report summarizes the operations, i.e., process

'Surrey of Twelve :;ashville-Darldson, Cwinry.
Tennessee. Report prepa:ed by 1)..,,niti I Drinnon, Rcgiou V.
Tennessee Dcpartment of Public 1lujjii (October, 973), The
survey was conducted in Octobcr-Noveruber, 1972.

7DHR refer tit the Deptrunen: Gf Human Ret.ourees which
is 6eorgia's depavtinent ot public welfare serbi,:es

remainder :1 :his report A' y will reter the Department of
ViIR.
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component of each county's protective service delivery
system. We have concerned ourselves with such issues as
entrance into the system, which involves an analysis of
the relationship between major collateral systems and
the protective service system, and mechanisms for handl-
ing children within the system. Comparative analyses are
made and recommendations offered.

A subsequent report will be an attempt to bring all
the system's components, input-process-output, together
in a holistic picture. While such an initial effort would be
desirable, we felt that there is much to be learned from a
comparative analysis of the systems' operations, the suc-
cesses, the frustrations, and the failures. Further,we felt
it unjust to delay these findings until the monumental
task of analyzing Level H data has been completed.

Major Considerations

The delivery of protective services is viewed as a
process involving an identified system; namely, the pro-
tective service unit of the public welfare department,
having both an internal and external environment. An as-
sessment of collateral systems, i.e., a vital part of the ex-
ternal environment, is necessary to gain an understand-
ing of how the "service delivery system" takes in inputs
across boundaries, what the constraints are, etc.

A second consideration must be strongly empha-
sized. We are herein stating clearly and explicitly that
our research effort in Nashville, Davidson County, Ten-
nessee has not been an evaluation of CES as a conceptual
framework for the delivery of protective services.8 In
terms of the objectives guiding CES as a demonstration
project, evaluation studies by Marvin Burt and Ralph
Balyeat have indicated program success.' The present
study has been an attempt to analyze the operating CES
program from a broader context of protective service de-
livery in Nashville from the perspective of the systems
model. The CES system is being compared to the formal
system of protective service delivery in Savannah, Chat-
ham County. Georgia. Thus, the ohicetives guiding this

h
VOI C 12 the ;Irani funds for CES as a demonstration project

ended, a nation,.:l :ant was obtained for the purpose of dissemi-
nation of infurmj -ion on the CES system and the development
of training packages for communities desiring to set up similar
privams.

9
M:irvin R. Burt and Ralph Balycat, "A New System for

Improvurg the ('are of Neglected and Alnifd Children," Child
Welfare, V"Iume L111, Number 3, (March. 1974).



study have been imposed upon the systems analyzed
rather than reflecting the explicit objectives of either
system. Therefore. any findings cannot be construed as
an indictment of either system This consideration will
take on more mewling in the planned subsequent
report.

A third consideration involves the data for this re-
port. Inasmuch as we interviewed different actors with.
in several systems, we found conflicting accounts about
given operations -- especially among systems. Between-
system conflicts can be viewed as a result of actors in
systems describing systems from their own perspective.
Such conflicts serve as a proper source of insight into the
operations of the community system. i.e., multi-agency
network. On the other hand, intra-system conflicts are
less easily resolved. We have tried to resolve these as
much as possible through consultation duitng the data
aggregation and report writing stages. Net.d12ss to say,
there is an element of subjective interpret.itmi ir ow fi-
nal report, but we have n-ide c;very atteNv o
the systems accurately.

Limitations of the Study

One of the major limitations of the study rests in

1 6

2 0

our failure to assess the problem from the perspective of
educational systems, i.e., day care, elementary school,
etc. This failure, however, is not an indication that these
systems are insignificant, especially as a source of detec-
tion and input into the recognized protective service de-
livery ,,stems. For indeed, school systems have children
under direct observation and tutelage longer than any
other societal system with perhaps the exception of the
family. This failure is attributed to the lack of manpow-
er. time, and funds. For the same basic reasons we were
unable to assess the problem from the perspective of pri-
vate physicians.

To the degree that different data sources have been
utilized to compare the systems on some aspects, the in-
vestigator can be charged with making unwarranted com-
parisons between two dissimilar programs and drawing
inappropriate conclusions. However, realizing the ulti-
mate objective to be gained from insights gathered in the
study, i.e., that of developing and/or improving models
for training and service delivery systems, any conclusions
drawn will be directed toward that goal rather than as a
direct assessment of either system.



Chapter 4

CES NASHVILLE, DAVIDSON COUNTY, TENNESSEE

For protective service systems to fulfill their man-
dated responsibility, each suspected case must be consci-
entiously handled from start to finish, i.e., from the re-
ceipt of the report or complaint to the investigation, to
emergency action and court proceedings if warranted,
and to the strengthening of the family, if possible,
through support services. In order for this mandated re-
sponsibility to become a reality, a network of communi-
ty interactions beyond the boundaries of single systems
must be coordinated. The first part of this section deals
with the relationship of CES to collateral systems.'

Relationship of CES to Collateral Systems

CES and Health Systems

Health systems, especially hospitals, are a major po-
tential source for the recognition of abuse and neglect
and for input into a community's protective service de-
livery system. The extent to which a hospi, al or other
medical facility deals with child abuse and teglect de-
pends, in part, upon the occurrence and definition/iden-
tification of the problem and the operating mechanisms
for handling the cases.

Both of the above issues have been assessed in Nash-
ville. From a survey of medical facilities, all, with the ex-
ception of ; o private hospitals, indicated an increased
awareness of child abuse and neglect. Of more impor-
tance were some of the major problems viewed to re-
strict appropriate case handling. Seven of the ten hospi-
tals indicated a need for standardized procedures for
handling abuse and neglect cases. Four facilities ex .
pressed concern over the lack of cooperation from pri-
vate physicians. And eight facilities needed more infor-
mation on the "protective service" system's philosophy
and the defined procedures for case handling. e.g., who
should be called.2

Admittedly, many changes have oceurwd since the re-

search was complewd. Every effort, through consultation during
the report writing stage, has been made to indicate such changes.

Drinnon, Sum.y.
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The findings from the survey corroborated those ex-
pressed in interviews with CES personnel who indicated
that there was no uniform procedure for getting abused
and neglected children seen in hospitals into the CES
program. Over the life of the project there were few re-
ferrals from private physicians; however, reporting from
hospitals improved with child abuse referrals being dou-
bled during the third project year of CES.

A conunon recommendation from the persons inter-
viewed in the survey of medical facilities was the need
for educational experiences, e.g., workshops. Since the
completion of the survey, several multidisciplined child
abuse workshops have been held in Davidson County as
well as other counties in Tennessee. These workshops
have been attended by medical personnel, students, so-
cial service workers, and an assortment of others. The
workshops and continued efforts by CES have affected
the relationship between medical facilities and CES in a
positive way.3

A rather ill-defmed relationship existed between
CFS and the public health department. One such center
included in the survey of medical facilities expressed a
need for uniform approaches to the problem, i.e., identi-
fication, case workup, referral procedures, etc. CES per-
sonnel related that all prematures dismissed from the
hospital were referred to public health, but the proce-
dure for referral and follow-up was not uniform. Beyond
this. CES personnel felt referrals were made to CES only
after or at the point where public health felt placement
to be inevitable.

Another communication gap existed between CES
and mental health facilities. According to CES person-
nel, there was no routine procedure for interagency co-
operation. The priniary need for mental health, as view-
ed by CES rrsonnel, was to perform psychiatric evalua-
tions, e.g., to determine whether or not a person was
psychotic. Reportedly, mental health was generally re-

3
A discussion of recent efforts designed to bring about a

more desirable rdationship between hospitals and CES is pre-
sented in Chapter 6.



luctant to accept CES referees especially in relation to
physical or sexual abuse. It was felt that they were being
requested to evaluate a situation in which what was re-
vealed could be used to determine whether or not a child
would L'e removed from his/her home. Beyond reluc-
tance to eccept referees, the time involved in getting
eventual requested evaluations was lengthy. This situa-
tion caused great concern, especially when case hkindling
was directly dcpcndant upon such an evaluatior.. Fur-
ther, this situation was not helped by the law which stip-
ulates that all abused children are to receive psychiatric
evaluation; howevet, there is no mechanisms in the law
to deal with payment for these kinds of services to per-
sons who are not active AFDC cases.

Another observation made by research staff, during
the process of studying cases for Level II data, and cor-
roborated by CES personnel was the virtual lack of refer-
rals to CES from mental health facilities.

The above discussion appears to highlight the point
that while medical facilities, i.e., collateral systems, are
indeed a major source for the identification of abused
and neglected children and a major source for input into
the CES protective service channel, the latter factor gen-
erally stands as a potential rather than a reality.

These observations from both sides of the relation-
ship have added new insight into the problem. It appears
that a great deal of the between boundaries failures can
be directly attributed to a lack of interagency coordina-
tion. This appears especially to be the case between CES
and the hospitals from which a common expressed need
was for more information and uniform intra and inter-
agency procedures for case handling. If this observation
represents the reality of the situation, it appears that the
situation could be remedied, in part at least, by -a con-
certed effort to duly acquaint the medical community
with aspects of the law and the mechanisms set up by
CES to handle reported cases, i.e., how, where, and to
whom to report? Concomitantly, medical facilities ap-
pear to need technical assistance to help routinize their
own internal operations.

On the other hand. it appears that while a lack of
coordination may be viewed as a contributina factor in
the less than desirable relationship with the mental
health element, a more important factor may he that of
a lack of cooperation, e.g., the perceived existence of
dfiferences in systems' philosophies. the resistance to
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changing roles and functions possibly perpetuated by the
provisions of the law. Perhaps a closer worker relation-
ship between agencies could eliminate the former, while
administrative changes may remedy the latter.

The extent to which input from the medical com-
munity, a major potential source into a protective ser-
vice delivery system, is hindered is one indication of the
extent to which a community deals with the problems of
child abuse and neglect. This would suggest that as a
community moves in the direction of implementing a
CES program, complete knowledge of the law, of protec-
tive service philosophy, objectives and functioning as
well as technical assistance should be provided to hospi-
tals and other medical systems in developing standard-
ized procedures for inter and intra-agency case handling.

CES and Law Enforcers

Many cases of child abuse and neglect routinely
come to the attention of a community's police or other
law enforcement agency.4 Some such cases result from
reports made directly to the police or sheriff's depart-
ment; others unfold as law enforcers pursue situations
involving adults in police matters, e.g., domestic alterca-
tions, criminal behaviors of parents or guardians; and
still others are recognized by officers as they routinely
patrol their assigned territory. At any rate, in lieu of
training and/or administrative procedures, officers would
probably handle such cases, howbeit from a personal ori-
entation, according to prescriptions in the law.

According to Tennessee's child abuse reporting law,
child abuse is a misdemeanor carrying a rme of not more
than one thousand dollars or imprisonment of not more
than eleven months and twenty-nine days or both.5 One
can surmise that a rehabilitative orientation among offi-
cers will be less likely to occur smoothly and quickly

41n
Nashville. Davidson County, Tennessee, it is reported

that prior to the implementation of CES, police officers "....ac-
tually signed the petition in approximately one-third of all neg-

lect/dependent cases and frequently picked up the children, took
them to the Juvenile Court, and then to Richland Village."
Community Emergency Services: Community Guide. pp. 14-15.

5Publie Chapter No. 81, Senate Bill No. 160, Section 6.
Chapter 10 of Title 39, Tennessee Code Annotated (April,
1973).



when a punitive element exists in the law than when
such a constraint does not exist.

Initially one of the poorest areas of cooperation was
that which existed between CES and the police depart-
ment. Common kinds of situations which initially caused
CES personnel grave concern involved those arising out
of public transient incidents and those which were police
oriented. In such situations, CES was usually called into
the case after parents were jailed and the child/children
were inappropriately "disposed of." On the other hand,
if cases were child oriented, with the exception of severe
physical or sexual abuse, police officers referred cases to
CES,

The relationship between CES and police officers re-
portedly improved significantly over the life of the pro-
gram. Presently, CES personnel indicate that police offi-
cers consult CES or the Juvenile Court more frequently;
and only in extreme cases will the above described chan-
nel of case handling exisi.

That police department personnel were included in
the planning prior to the implementation of CES in
Nashville, one could surmise that a lack of cooperation,
due in part to the prescription in the law and the lack of
training in the area of abuse and neglect for direct line
officers, rather than a lack of coordination contributed
to the initial problems between CES and the law en-
forcement system. Improved relations between the two
systems have resulted, in part, front the continuous ef-
forts of CES personnel to involve law enforcement per-
sonnel more directly. Training, for the most part, is . et
lacking which is probably the case in most communilies.

Undoubtedly, law enforcement systems are a major
potential source fur input into the protective service de.
livery system regardless of the stage of development in
which the system may he. In considering the CES system
or some other for implementation. there are several fac-
tors to be worked out. In communities where there is no
coordinated system for the de!iv:ny of wtectiee ser.
vices there will he thc n,..eLl to develop mtotagency pro-
cedures for case handlini.!. i.e.. :soreetive servie. and law
-nfoicement. Concomitantly, traimnir for law ,:niice.-
mem personnel itt gervial and line otTi,:et-s Ilari;,olv.r
is vitally impor:ant. What: coordination exists, efforts
t: Nu:et continuous open comnnimeation toward the pal
of coopenitive relation:, must hs., expended. Training of

lorcem,mt pers:);Inel is essential.
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In any event, developed case handling procedures as
well as training provided would need to be worked out
with careful consideration of the prescription in the law.

CES and the Juvenile Court

Prior to CES, DPW often became aware of situations
after neglect/dependent petitions had been filed, i.e., no
involvement prior to the petition.6 However, with the
implementation of the CES demonstration project a
close coordinated system was instituted. Each case de-
fined as an emergency reportedly, is assessed immediate-
ly in the field by the CES worker on call and the protec-
tive service worker from the Juvenile Court. If such a
call is taken at the Juvenile Court intake, the CES work-
er is notified; both workers investigate the situation as in
cases initially reported to CES intake.

CES Systems Operations

The CES system does not constitute a new set of
services; rather, a unique way of coordinating services
with the emergency intake services being perhaps the
central coordinating unit of the system and its compo-
nents. This section is devoted to a description of the
Nashville, Davidson County, Tennessee system's opera-
tions, i.e., process in the handling of abuse and neglect
cases. Reference to Figure 1 in Chapter 6 should assist
in uoderstanding the system's operations. It must be
emphasized, however, that the project was designed as a
crisis/emergency intervention system. As such, child
abuse and neglect situations constitute ordy a part of its
focus.

The definition of comprehensive emergency services
as established by the Metropolitan Nashville CES pro-
gram follows.

Comprehensive Emergency Services is defined as a
child welfare ..iervice designed to meet any family cri-
sis or impending crises which requires social interven-
tion for the purpose of planning to protect children
whox health, safety. and/or welfare is endangered
with primary emphasis on those children who will
reach the attention of the Juvenile Court, as neglect-
ed, unless there is Unmediate casework interven-

fare.
DPW refers to the Tennessee Department of Public Wel-



tion.7

CES Service Components

The initial CES program in Nashville was comprised
of four basic service components:8

I. Twenty-four Hour Emergency Intake. This
service was designed as an answering service to
screen calls for referral of emergencies to the
caseworker on call. In actual operation, intake
workers in the Nashville program were respon-
sible for initial case handling in most cases and
outreach and follow-up in a large proportion
of cases. Reportedly, each intake worker car-
ried an active caseload of approximately forty
families. The service of emergency intake is es-
pecially important for nights and weekends.

2. Emergency Caretaker Servic..n. Caretakers
were to provide temporary care, usually for
only a few hours, in unforeseen emergencies
which occur at night leaving children without
parental supervision. According to CES per-
sonnel, this service was never fully developed;
homemakers eventually took over caretakers'
roles as functions began to overlap.

3. Emergency Homemaker Services. These ser-
vices are provided on a twenty-four hour basis
for the purpose of maintaining children in
their own home until the resolution of a crisis
which makes it impossible for the parent to
carry out his/her routine parental responsibili-
ty. In the Nashville project, emergency home-
makers proved to be an important component
in the total program. It is reported that during
1973. "eleven homemakers provided services
to 134 families maintaining 525 children in

7
Cornprehensive Emergency Services: Community Guide,

P. 1. For a detailed description of the services, see Chapters 9
through 16.

8 For a full description of these components and operating

program cost information, see Community Guide. pp. 4752.
Also, see Chapters 12 and 16 for a description of components

added to the initial program. Emergency Shelter for Families and
Adolescents, tcspectively.

20

2 4

their own homes."9

4. Emergency Foster Home Services. These ser-
vices were designed to minimize the emotional
shock of the removal of children from their
own homes by providing them with a home
environment as an alternative to the routine
housing of all children temporarily in an insti-
tutional placement prior to court hearings.
Emergency foster homes differ from regular
foster homes in that they receive children at
any hour and usually without preparation
such as preplacement visits. Children are usu-
ally placed for shorter lengths of time. Two
major types of problems in the utilization of
emergency foster homes emerged. Emergency
foster home space had to be used to provide
care for children whose regular placements
broke down. Another problem area involved
children who because of their age and/or emo-
tional problems were able to adjust to a parti-
cular emergency home and were, therefore, al-
lowed to remain in that emergency home be-
cause it was determined to be the most suit-
able placement. These kinds of situations un-
doubtedly placed a demand on the supply of
emergency space.

The Intake Process

"The twenty-four hour emergency intake is the
component which provides the central mechanisms nec-
essary for coordination....The emergency intake is the
main thrust for the system and its components."1° En-
trance into the system occurs through the intake compo-
nent.

During Work Hours. -- Complaints received during
the work day were studied, from information received
from the walk-in or telephoning complainant, by the
emergency service intake worker. no intake worker had
the responsibility for determining the most appropriate
action from several alternatives. Some cases were re-
ferred to other community resources. In cases appropri-
ate to the services of CES which were determined, from

9
Community Guide, p. 49.

10Mid, p. 77.



available information, to be non-serious in nature, social
servie :s were offered. In such instances, intake and inves-
tigative work were conducted by the emergency intake
worker. However, the intake worker was not generally
responsible for carrying such cases. Each case defmed as
ser;ous or an emergency was assigned by the Lntake
worker and the supervisor for immediate investigation
and assessment.

After Work Hours. -- Complaints were received
through the DPW emergency intake answering service
which, upon preliminary screening, referred some calls
to other community resources and emergency or crisis
situations to the emergency intake worker "on call."
The intake worker determined, from available informa-
tion, the nature of the situation. Non-serious/non-emer-
gency situations were either referred to appropriate
agencies or to outreach and follow-up. Emergency situa-
tions were assigied for immediate field investigation.

Screening and Investigative Processes

The screening process determined the expediency
with which calls or other sources of complaints were in-
vestigated in the field. The expediency with which calls
were reportedly investigated depended upon the degree
to which a case was defined as an emergency. Project
personnel indicated that the following types of situa-
tions were categorically earmarked for immediate inter-
vention: (I ) reports of children left unsupervised or im-
properly supervised; (2) child abuse; (3) children with-
out proper nourishment, shelter, or care (gross neglect);
(4) children in need of immediate planning due to severe
family conflict and disorganization; and (5) family crises
involving giguations which might result in chileln!n going
before the court. Neglect complaints, not falling within
the above types, were not assigned for immediate inter-
vtention: they were generally routed to the regular DPW
protective service unit for investigation.' Non-seriousj
non-emergency cases were investigated.by the emergency
intake worker much on the order of neglect (.:ornplaints.

To determine if a pattern of intervention actually
ex.sted as a result of screening, we have analyzed initial
Level U datt: which suggel.t that seriousness and, to a

'new pcific prlority typ.,4 of attrition; have oecn
broken dowA into more 0:tailed ty pes. See Communay Ghidc.
pd. 1-3,
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lesser degree, knowledge of case history influenced the
expediency of the investigation. Analyzing two decks of
case data Deck 1 being serial abuse cases (N=86), and
Deck 2 being cases on which only one incident had been
reported (N-g-103) we found that Deck 1 cases were
generally investigated more quickly than were Deck 2
cases. Investigation was initiated in less than twenty-four
hours from the receipt of the complaint in 80.2 percent
of Deck 1 cases and in 78.6 percent of Deck 2 cases.
Seemingly, the most important criterion for prompt in-
tervention was that of seriousness in serial abuse/neglect
complaints. While an overall 80.2 percent of Deck I
cases were investigated in less than twenty-four hours,
86.3 percent of serious and 77.2 percent of non-serious
cases were investigated within that time period. There
was no real difference between the time of intervention
of serious and non-serious cases in Deck 2, 79.7 and 77.3
percent, respectively. In only 3.5 percent of Deck 1
cases, involving non-serious conditions, did the initiation
of the investigation occur after a period of one week but
less than one month. In Deck 2 cases, the investigation
was initiated after one week but less than one month in
6.8 percent and in 1.0 percent of the cases after one
month.l. 2

Each case, defined as serious or an emergency at in-
take, was assessed inunediately in the field by the emer-
gency intake worker and the protective service worker
from the Juvenile Court. If an emergency call were re-
ceived at the Juvenile Court intake, the CES emergency
seivice worker was notified. A cooperative field investi-
gation, i.e., the Juvenile Court worker and CES worker,
was reportedly conducted in all situations defmed as
emergency/serious/crisis. This procedure was followed
for complaints during and after work hours. From an
evaluation of a situation occurring after work hours, a
decision was made regarding the considered most appro-
priate action, i.e., service. The ease was subject to fur-
ther study the following work day. The main point to be
taken note of here is that interagency, i.e., CES and
Juvenile Court procedures have been defined and appear
to be in operation for initial case handling after entrance

1 2
Thesz, kinds of data, as well as data concerning expedien-

cy by type of situ.dion, will be analyzed more extensively in the
anti( ipated subsequent report which will be based on case data.
The total number of cases in these analyses do not include WO
for which unknown was reported for either variable under anal-
y



into the CES system.

Case Assimunent and Handling

Cases were assigned primarily on the nature of the
complaint. While the intake and investigative work on
non-serious/non-emergency situations was conducted by
the emergency intake worker, these types of cases were
normally opened and carried by some other unit of DPW
(general service or regular protective services) if service.
were accepted. Aside: thdse units were not a function-
ing part of the demonstration CES project. Although
present in a small number of situations, the refusal of
the services could lead to the recommendation that a pe-
tition be filed.

Cases initially defmed as serious/erndrgency/crisis
were opened and carried by emergency intake workers.
For these cases, the worker had the responsibility of in-
vestigating, diagnosing, planning, coordinating with su-
pervisors of program components for services to children
and their families, and on-going case handling. Case
transferral, as we will note in a following discussion, be-
yond the defmed crisis was hampered by definitional
and administrative problems.

Record Keeping

The importance of record keeping in any venture
has been recognized; but perhaps in no area, more than
that of the delivery of public social services, does this
tool take on suth paramount significance. Public social
service agencies are increasingly being made aware of the
need to maintain data which can be utilized for the gen-
eral purposes of accountability, showing effectiveness of
services, and for internal decision-making functions.

Initially, the CES project utilized three major forms
of record keeping:

1. Family folders, which included narrative ac-
counts of case movement and relevant case
forms, e.g., medical service forms, court de-
crees, etc., were maintained by the emergency
intake workers on all cases which were opened
and carried by them.

2. A brief report was maintained in the emergen-
cy unit on all cases for which emergency in-
take conducted the intake and investigative
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work, but did not open if it were possible to
pass to the parent agency.

3. "Green carding" was applied to cases which
were not validated upon investigation or for
which there was a minimum of information to
show accountability.

As a result of' a directive from OCD, the federal funding
source, this latter method was eliminated in 1973.

A log was maintained to serve as a central file for all
complaints reported to CES intake. Each time a com-
plaint was received, the child's/children's name was add-
ed to the log. This is to say that the total number of
cases on the log at any given time represented isolated
and serial abuse/neglect complaints.

Any manual record keeping system, as computer
systems, will fall short of the desirable. But the degree to
which du, manual system maximizes the use of relevant
information and the ease of retrieval, conversion to
computerized system will be better facilitated.

The main criticism of the CES record keepin-
tem is twofold:

1. The log should provide an easy means to ab-
stract information on actual case count and
t,ase count on specific variables.

2. The log only contained "cold" facts; the
"hot" facts were imbedded within the mire of
the workers' folders.

I must emphasize here that the criticism has been made
as a point for developing systems to note. The Nashville
CES project was the first of its kind in the nation; thus,
beginning projects should gain from their initial failures
as well as successes.

Some Observed Problems

Problems in Case Transferral

While, indeed, CES is and can legitimately be con-
sidered a system, it is important to the following discus-
sion to relere to our discussion on the systems model. In
analyzing a system, it must be recognized that the sys-
tem under study is a part of a network of subsystems,



systems, and suprasystems. And so it is with CES. The
CES project was a federally funded demonstration pro-
ject under the auspices of the Davidson County Depart-
ment of Public Welfare." The major operations were
housed in a building adjacent to the County Department
Office Building. While CES, then, was a system it was at
the same time a subsystem of the Department. A special
problem, however, resulted from the relationship be-
tween the project and the parent agency. The problem in
question involved the transfer of cases from CES to com-
ponents of the parent agency. CES personnel were in no
position to "force" cases on the general service or regu-
lar protective service units if these units refused to ac-
cept them. With this inability to transfer cases when
needed, each emergency intake worker carried an aver-
age caseload of 40 cases, i.e., families.

Another factor which contributed to the heavy case-
loads was the problem the project faced in defining a cri-
sis, i.e., should the transfer of cases to general services or
the regular protective service unit be time or case orient-
ed? The major question was should CES remain strictly
intake and assessment or should it follow cases at various
stages? What ends the crisis stage? Essentially, this was
never resolved; what actually existed was workers carry-
ing heavy caseloads and having to plan for separate cases
falling at different points in the protection process, e.g..
children not placed, those placed, and those in the court
process.

In terms of problems in the transfer of cases be-
tween CES and the parent agency, one could hypothe-
size, that in view of the fact that coordinated procedures
had been worked out prior to the implementation of the
project, the problem existed primarily due to agency re-
sistance to changes in roles and functions. A recent inter-
view with personnel from the parent agency indicated
this was a factor, "agency peRionnel were not as know-
ledgeable about the project as the should have been." A
further interesting hypothesis would be that Ii:ere would
be fewer barriers to case transferral undet present ar-
rangements for CES than under previous operation as a
special demonstration project.

While the problems in case transferral contributed
to heavy caseloads for emergency intake workers, the

13 Funds were terminated at the cnd of the project yeat in
1974. The program continues to operate on St:ile funds.

2 7

workers also contributed to their own dilemma, i.e., de-
fming a crisis in broad long-range terms. I perceived,
from observation and interviewing, two major reasons
for cases being carried on a long-term basis as a "crisis"
situation: (1) CES never developed a definition of crisis
in operational terms, and (2) emergency intake workers
operated as social caseworkers in feeling the need to see
some cases through. Both of these kinds of situations
would appear to be correctable through technical assis-
tance for the former and, for the latter, on-going training
with respect to the developed definition.

Problems in the Intervention Process

The intervention process is fraught with problems
based primarily on decisions regardine the existence of
abuse and/or neglect, i.e., dermitionhe most appropri-

inunediate action based on the determination; and
scv,,t,..es to k.ie provided to the child/children involved
and the famtiie Undoubtedly, deckshns in the latter
two problem areas depend, in part, on decisions made on
definition. However, it is in this area that child protec-
tion workers have few meaningful guides to their ac-
tions. Child abuse and neglect are ill delmed in state stat-
utes. Given the li;ck of appropriate operational de-mi.
tions, child protection workers may find themselves in-
volved in legal suits for exercising the auClority to re-
move children against parents' consent when, in fact, de-
cisions liad been made that abuse/neglect existed and re-
moval was necessary. On the other hand, if the decision
is made to let the child remain in the home and subse-
quent serious injuries occur, the workers can similarly
he indicted by society for inaction. And more to the
workers' and the protective service agency's dismay is
the fact that the courts have fewer guides in the process.

Such problems plagued CES workers throughout the
project. The Director, in describing the nature of the
problem, posed the following questions: "What consti-
tutes abuse? Are there several pieces of evidence exist-
ing, e.g.. visible injuries in conjunction with family prob-
lems; negative attitudes toward the child, etc.? When can
you say with absolute certainty that abuse rather than
an accident has occurred? What determines when and if
you !move the chi!d?"

PIC merit to winch CES removed children, inap-
prupriately by parents' and/or societal definition, cannot
he herein documented. However, it was stated by several
interviewees that the problem, especially from parents'



perspective, was not a minor one.

This kind of problem points to the very nature of
protective services. They are involuntary with the service
providers placed on the firing line with inappropriate
and inadequate ammunition. A viable knowledge base in
this area is indeed an urgent need.

Problems in the Delivery of Services

CES is a service oriented program with its services
being designed to intervene and ameliorate crisis or
emergency situations. As such, the delivery of service by
CES personnel, by definition, should be on a shot "Z:11

basis. Owing to the basic problems previously discussed,
services were often long-term. Beyond the emergency
servjces for which CES was responsible, CES component
personnel necessarily inherited responsibility for services
to some families and children in situations where chil-
dren were not placed, were temporarily placed, were in
the court process. and were placed after court disposi-
tion.

Thus, in many cases CES was directly responsible
for case handling for as long as ten to twelve months.
According to CES personnel. hearings on petitions gener-
ally take up to four weeks. If custody for placement uri
a case was awarded to DPW or some voluntary agency,
the delivery of services to the child and his family was
rendered by emergency service components, with the
major responsibility for the family remaining with the
intake worker. The duration of temporary placement,
when specified by the court decree, ranged from a mini-

mum of ninety days up to six months. However, the
court most often did not specify minimum/maximum
time under DPW custody; time was usually left to the
discretion of DPW. it was felt by CES administrative
personnel that time should be stipulated by the court;
not to do so allowed workers to lose sight on activities
in terms of time frame designed to ameliorate the family
situation in preparation for the return of the child. The
lack of continuous and meaningful services to families
while children were in placement was cause for concern
among CES personnel. It was indicated that all too
often services to parents were a "crash" program initi-
ated just prior to the child's return to his home.

Summary Statement

CES as a conceptual model for the delivery of emer-
gency services to families and children is indeed an im-
provement over existing models. It is the writer's hope
that communities, in coming to grips with the emergent
needs of children and their families, will adopt some
model for crisis intervention. However, CES or any other
rnodel planners must be acutely aware of the fact that a
model is a guide, a framework; actual operations may ap-
proximate the model or deviate substantially from it.

it is further hoped that this report on the perceived
operations of CES in Nashville, Davidson County, Ten-
nessee, and the description of the protective service de-
livery system in Savannah, Chatham County, Georgia
will prove beneficial to community planners who antici-
pate implementing a CES program.
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Chapter 5

PROTECTIVE SERVICE UNIT SAVANNAH, CHATHAM COUNTY, GEORGIA

Unlike Nashville, Davidson County, Tennessee,
Savannah, Chatham County, Georgia did not have an in-
novative child protection program. Protective services to
children have been provided through a more traditional
system under the direct auspices and as a part of the
State's County Department of Human Resources (DHR).
Like the CES system, however, the Protective Service
Unit (PSU) in Savannah must be viewed simply as a part
of the total Jmmunity's approach to the provision of
protective services. In the first part of this section we
have taken a close scrutiny of the relationship between
the PSU and collateral systems.'

Relationship of PSU to Collateral Systems

PSU and Health Systems

The extent to which health systems in Savannah
were identifying and reporting abuse and neglect, and
their procedures for case handling were assessed through
interviews with health and social service personnel who
worked within the facilities. Physkiam,. much to the in-
vestigator's dismay, were not interviewed.

The actual extent of the problem of child abuse and
neglect was not quantifiable in that the surveyed medical
facilities did not keep a file on suspected cases. However,
to the question, "Are you seeing physically abused chil-
dren?", all respondents answered in the affirmative. In-
terviewees from the private hospital qualified their re-
sponse by indicating that such cases were occasionally
seen. Respondents from all facilities, however, indicated
that there appeared to he an increase in the number of
abuse cases seen.

or more itnportar,.;o were the insights gained in rela .

tion to reporting. In norle of the rw,:'

!As with the ("I S stew, we taken ..tv,try

thtow.th eonstiltstikii th.1!Inel the ;,;)- st.ae, ¶0 Indiextt
aspe ot the syste:n whte!1 Imitigut!,.! iittrye. +ince the
Ctomplenon of the lescare1,. yliJotte, it, the
tern, the State Department lt,....ources. will atft:i". :0,11
opertlo
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physical abuse, of a non-serious nature, reported to PSU.
Yet, these sante facilities also indicated that there were
no in-house services available to parents who were sus-
pected of abusing their children. On tl-r question of seri-
ous physical injuries, suspected to have been caused by
abusive actions, the majority of the respondents indi-
cated that the parent or other suspected abuser was
"sometimes" reported.

A matter of grave concern with respect to reporting
was that of the internal procedures for case handling.
There was not a routine procedure for intra and inter-
agency reporting of suspected cases of abuse. From the
responses given, it appears that key decision-makers and
case observers in the hospitals were medical personnel in
the emergency rooms and pediatric services. However, in
the absence of hospital based programs designed to deal
with the problem and the evident lack of efforts to in-
crease key hospital medical personnel's knowledge and
awareness of the problem, it is no wonder that the
course of action with regard to abuse cases was referred
to as "lacking uniformity and predictability."

The reporting of neglect cases appeared to be a,
haphazard as that of physical abuse. All the medical fa-
cilities indicated that neglect cases were seen; however,
there were no criteria for defining reportable medical
neglect and no routine procedure for reporting. Only
One respondent suggested that a report "might be made"
if neglectful conditions were serious in nature. As with
abuse incidents, files were not maintained on suspected
neglect cases.

The failure of medical facilities to report was also
establfrhed by PSU personnel. It was indicated that on
the rale Occasion when reports were made, the referral
Was itto;j:! <.iften made to law enforcement rather than so-
jal s,!rvice workers.

To svhat can the lack of reporting by medical facili-
as verified b:-ith by the surveyed facilities and by

PSU personnel, be attributed? Undoubtedly, there were
nuinher of l'actors. However, it appears that from ex-

pressed concerns and problems. one fzictor was not cont
placcncy or unawarenes on the part of health facilities.



Rather, the situation wa-, viewed as unsatisfactory front
their perspective. Fut, indeed, each interviewee in the fa-
cilities expressed the need for criteria for assessing abuse
and neglect cases. A related concern involved the failure
of the facilities' physicians to report. In two of the hos:
pitals surveyed, it was indicated that pediatric and emer-
gency room physicians worked out such cases with the
child's or family's physician rather than through report-
ing. Both of the above concerns suggest to me the need
for education and training. Beyond this, a uniform pro-
cedure for case handling. involving the total medical sys-
tem, needs to be developed and made operative. Most
certainly, every interviewee recognizing this urgent need,
expressed the desire for standardized procedures for in-
ter and intra-agency case handling.

While we did not assess the extent to which the
mental health system served as an input source to PSU,
we attempted to determine the nature of the relation-
ship from the perspective of PSU service workers. The
relationship was described as a cooperative one. The ma-
jor responsibility of mental health components, as re-
ported by PSU personnd, was that of psychiatric evalua-
tions and on-going treatment when the need existed.
One worker, however, expressed deep concern over the
value of the psychiatric evaluations. From the worker's
perspective, the evaluations were a "carbon copy" of the
worker's assessment which was required before the eval-
uation was rendered.

The preceding discussion, as that of the health facili-
ties in Nashville, indicates that while such facilities are a
major source for the identification of abused and neg-
lected children, they have fallen short in their- input ca-
pacity to the community mandated protective service
agency. The seriousness of underreporting was especially
noted in the survey of health facilities ia Savannah
where it was indicated by a majority that serious sus-
pected abuse "might be reported" and only one respon-
dent suggesting that serious neglectful onditions !night
be reported? A gro:tt deal of the fallute appears to at-
tributable to a lack of ;1!;-a inter02.2r,cy: i.e.. system

2We MUSi 1:111pha.si:-.0 lb"e !mt th,..! ex te:- :,Torb
ing by he:dtil facilita:s

injuries seas not d'.,-termined tat.an the Drinnon Sor.,%... which

conducted prior to our researA. FurtImr, the st1110,:), 7,flt

si7.ned to differentiate ludWeen
from the si7biloaity exore,s! ,:1:-

;:lisu th. t:h n .Itihjtion 'A I,
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coordination. We would suggest that traiding and the de-
velopment and operation of uniform procedures for case
handling would ameliorate the situation. Beyond this,
PSU personnel could initiate or increase efforts to edu-
cate health facilities to the nature and philosophy of
protective services, the attending laws, and the Unit's
procedure for case handling. Indeed, what has been
learned from this survey points to a lack of knowledge
and coordination rather than a lack of cooperation be-
tween PSU and health facilities.'

PSU and Law Enforcers

Interviews with police officers, as with protective
service workers, revealed that a good cooperative rela-
tionship existed between the law enforcement and pro-
tective service systems on abuse and neglect cases where
there appeared a need to work together, i.e., when police
requested PSU's aid the assistance was satisfactory, and
vice versa. What seemed to come through; however, was
from a procedural standpoint, there were confusions and
ambiguities on when and how to get cases from the law
enforcement system to that of protective services. Re-
portedly, much of what happened in case handling de-
pended on factors such as who the sergeant on intake
might have been, the accessibility of an officer from the
Children and Youth Division. and the kind of knowledge
of resources possessed by the intake worker.

The above concerns regarding the process of case
handling were emphasized by officers in such statements
as: "DHR need more people to work with us." "We
need conjoint ilwestigations." "We need better coordina-
tion between protective services, police, and the Juvenile
Court. we are so far apart. As a consequence, some po-
!icemen don't know who to go to." And, indeed, similar
concerns were heard from PSU personnel. "Police don't
always report to us; they don't refer when they should."
-The need exists for protective service workers and po-
licemen to work together in the same office situation, if
possible.- "Systems' constituents are miles apart in phi-
lo!.,phy;

With respect to neglect and dependent petitions,
there appeated to he a more icarly defined process. For

he :en Of .Alual reporting of collateral systems to the

cticc service agenc:: in NaQivdk aria S:Ivannah win be ex-

plored quantitatively in a ,,ubsequent report which wdI be based
ao analv,i data.



the most part, DFIR, rather than police officers, was pri-
marily responsible for fang petitions. However, a child
might have been removed from the home and temporari-ly detained before PSU was brought into the case. This
latter point will take on more significance in our discus-
sion of the Juvenile Court and the PSU's system opera-tions. Law enforcers were the main recipient of com-
plaints after DHR's work day and on weekends.

From the preceding discussion, it would appear thatthe lack of cooperation was not a major causative factorfor the "unsystematic" handling of child abuse and neg-
lect cases by law enforcement and protective service sys-
tems. Rather, there was a lack of well developed and uni-
form procedures for the coordinative efforts required for
interagency case handling.

PSU and the Juvenile Court

With re3pect to the system for the delivery of ser-vices to abused and neglected children, it can be stated
that there was no real system within the realm of the Ju-
venile Court. The services which were rendered were
happenstance and tailored to each situation, and reflect-
ed the personal orientation to services of the court work-
er, rather than a coherent plan of interaction between
agencies. It should be emphasized that the Juvenile
Court regarded juvenile delinquency as its proper do-main, with its primary 4nd immediate responsibility be-ing the rendering of services to the community through
developing treatment modalities for delinquents andserving as a place of incarceration for misdemeanants
and felons until their cases were formally adjudicated
and disposed of. This means that the abused and neglect-
ed children were regarded as properly the responsibilityof the protective service unit of the County Departmentof Human Resources, with the Juvenile Court having the
responsibility of making adjudication on those children
on whom petitions were filed.

While the philosophy existed that abused and neg-
lected children should not be detained in the Youth De-
velopment Center (YDC), what in fact was the case was
that situations developed whereby children were tempo-
rarily detained at the YDC who would have been more
properly served elsewhere. Reference is made here to
children who were found to be in a state of abuse or neg .
lect who were placed for temporary custody at the Juve-
nile Court until something more permanent could be re.solved .

One glaring problem seemed to be ttit of where do-
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mains begin and end. What are the responsibilities of
protective service and what are the responsibilities of the
Juvenile Court? The area between the accepted domainof each agency, that these two agencies confronted, wasa den of confusion and could be a traumatizing experi-
ence for the child. An illustration of this point is war-ranted. The protective service office, through which ser-vices are rendered to abused and neglected children,closed at 5:00 p.m. A police officer who fmds a child
who has been abused or is in a state of neglect may have
no alternative but to "place" the child in the detention
center overnight or, if the incident occurs on the week-
end, until the next work day when protective services
can get into the case. The intervention of the protective
service unit may or may not result in services immediate-ly, since such fa:tors as availability of children's homes
or emergency foster homes have to be considered.

Juvenile court workers were hindered in their capac-ity to sem: abused and neglected children by not being
able to m.,ke investigations in the field. These workers
expressed a need for more involvement with DHR inabuse and neglect cases. Workers were not clear on what
protective service workers did and vice versa. There wasnot a clear communication of goals, purposes, and proce-dures. There was a notable absence of interfacing be-
tween DHR and the Juvenile Court on a routine basis.
However, there was good cooperation between the sys-
tems when there existed a case of mutual interest, e.g.,custody case.

PSU Systems Operations

In Savannah, Chatham County, Georgia, protective
services were provided through the PSU which was de-
signed specifically for the purpose of handling abuse and
neglect cases. Like CES in Nashville, intake in Savan-
nah's PSU was set up as a separate unit within the parent
system. Unlike CES, PSU did not have at its immediate
disposal other social work resources which could bebrought to bear upon situations without bureaucratic
red tape.'

The Intake Process

The Protective Service Unit of DIIR provided for in-

41n
the l'all of 1974. this system was extended in its funo.

lions to handle any crisis family situation in which children are
harme<1 or et risk of harm. As such, child abuse and neglect con-
stitute only a part of its present focus.



take during the work day (8:00 a.rn. through 5:00 p.m.)
five days a week. As previously indicated, complaints
were handled by law enforcers after DHR's work day
and on weekends.

During Work Hours. To a large degree, the intake
process served as the point of entrance into the system.
It was at the point of intake that major decisions regard-
ing initial case handling were made. The PSU intake
worker had the major responsibility for determining the
channel cases took, i.e., outside referral, other unit with-
in the agency, or PSU investigation and intervention.
The intake worker catalogued facts presented, weighed
the facts, and made decisions based on the evaluation of
the facts.

After Work Hours. There were no provisions in-
ternal to the PSU of DHR to handle complaints after
work day hours and on weekends. While law enforce-
ment personnel received complaints and otherwise be-
came involved in child abuse and neglect cases during
DHR's work hours, they were the recl,pient of re-
ports at other times.

Intake after DHR's work hours undoubtedly some-
times resulted in actions which could have "unneces-
sary" negative effects for children involved and their
parents. Line officers in iaw enforcement most often in-
dicated they would pick child up, remove, or make ar-
rangements for removal in situations involving non-seri-
ous consequences for children. Further, in cases involv-
ing serious physical injuries which were not resultant of
disciplinary measures, officers indicated they would try
to get evidence against parents for criminal procedures.
Unlike line officers, the chief administrator suggested
that DHR would be called to handle cases except after
their work day hours, on weekends, and in situations
having serious consequences to children. In any case,
when removal was handled by law enforcement person-
nel, DHR was generally notified the following work day.

Screening and Investigative Processes

Protective service workers assigned top priority to
abuse cases for investigation. It was indicated in inter-
views that while procedural manuals exist for casework-
ers, they mainly rely on "in-unit" knowledge. For the
most part, workers were said to operate on the basis of
personal criteria for determining what cases were to be
ii.ve0igated or if an investiaation was to be initiated.
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Workers in the PSU indicated that by and large all
complaints of abuse were investigated; all neglect calls
were not followed-up. On the other hand, law enforce-
ment personnel indicated that while complaints of abuse
took top priority for investigation, all neglect complaints
were also investigated.

The expediency with which complaints were report-
edly investigated depended, in part, upon the perceived
emergent nature and subsequent case assignment. Cases
defmed as serious at intake were assessed as quickly as
possible in the field by a PSU worker(s). Investigation by
the PSU was only conducted if the complaint was of a
new case and/or if the situation was defmed as serious or
an emergency.

While the initiation of investigations in Savannah
was less prompt than in Nashville, time between the re-
ported incident and investigation appeared to be influ-
enced both by seriousness of injuries and by knowledge
of the case, i.e., Deck 1 (serial abuse) and Deck 2 (iso-
lated incident). Investigation was initiated in less than
twenty-four hours in 69.4 percent and in 64.7 percent of
Deck 1 (N=49) and Deck 2 cases (N=173), respectively.
It appears that seriousness was the major determining
factor for expediency in both decks of cases. Investiga-
tion occurred in less than twenty-four hours in 73.3 per-
cent and 75.0 percent of serious Deck 1 and Deck 2
cases, respectively, and in 67.6 percent and 61.2 percent
of non-serious Deck 1 and Deck 2 cases, respectively.
The investigation was initiated after one week in approx-
imately one-seventh of the cases in both decks.

If complaints received at intake were on active
cases, previously referred, or not of an emergency na-
ture, they were referred outside the PSU for the investi-
gatory processes. The majority of active cases were refer-
red to the worker assigned to the case. Other cases were
assigned to the General Service Unit or some other ap-
propriate unit of DHR. In such instances, active case-
workers other than a worker from the PSU assumed the
responsibility for investigation.

Case Assignment and Handling

Clearly, the PSU was designed as an emergency in-
tervention unit. This point is made in reference to func-
tion and case handling rather than to the Unit's ability
to respond immediately to complaints. For we have
noted earlier that in approximately one-fourth of all seri



ous cases, the investigation was initiated after the first
day.

Beyond intake and handling the identified emergen-
cy or resolving the immediate crisis, PSU workers were
not responsible for case handling. Cases were then trans-
ferred to some other unit of DHR. In addition to this
initial case responsibility, PSU workers consulted with
and advised workers assigned to cases in which court ac-
tion was involved.

As previously indicated, some cases which were re-
ceived at intake were investigated by workers in other
units of the agency. These categories of cases, unless fur-
ther assessment revealed a need for "crisis" handling,
were assigned to units other than the PSU. Regular case-
workers, assigned to active clients on whom reports were
received, were responsible for investigating the com-
plaint and for on-going case handling. Thus, these work-
ers' tasks became that of protection (involuntary ser-
vices) as well as general social and economical services to
the family (voluntary).

Record Keeping

The PSU maintained a log which served as a fde of
"protective service" cases. When complaints were re-
ceived at intake, the worker consulted the log as part of
the determination for case assignment. Cases which were
not designated as the proper domain of the PSU were
not recorded on the log. This is to say that the log main-
tained by the PSU did not reflect the "true" incidence
of child abuse/neglect. Further, given that non-serious
prior reported and active client cases were deflected out
of the Unit, a picture of serial abuse could not be obtain-
ed from this source.

Family folders were maintained by the worker re-
sponsible for case handling. These folders contained nar-
rative accounts of case movement and relevant case
forms. If the case involved children having been reported
to the PSU for protective services, generally only one
child abuse form would be included in the folder even if
a study of the folder indicated that several complaints
had been investigated. In other words, subsequent re-
ports and/or complaints and actions taken were lodged
within the mire of the workers' narrative of the case pro-
cess. Additionally, many active cases carried by general
service workers, which had not been reported to the PSU
intake, were, in fact, "protective service" cases.
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We cannot over-emphasize the felt need of service
providers to become more accountable to their clients
and to the public, to demonstrate service effectiveness,
and to make better and more appropriate internal deci-
sions. These needs are affected not only by what is done
but by adequate and accurate documentation of what is
done and by the ease with which the documented infor-
mation can be retrieved for utilization.

On the matter of documentation, we can posit two
major criticism of the PSU record keeping system. First,
the PSU log should be utilized as a tool by which a more
accurate picture of child abuse/neglect can be obtained.
We are not, herein, suggesting that the PSU handles all
cases received at intake; rather, that all such cases be
documented at this point or at the point of case transfer-
ence. Beyond more inclusive documentation at PSU in-
take, perhaps some procedure could be designed where-
by complaints, which are not received at intake and are
handled by caseworkers, can be referred to the PSU for
documentation. Such a procedure would give a more ac-
curate account of the reported incidence of child abuse
and neglect as well as the degree to which protective ser-
vices are being rendered by other units, e.g., general ser-
vices. Secondly, as with record keeping in the Nashville,
Davidson County, Tennessee CES system, the PSU log
contained "cold" facts on the case and the "hot" facts
were embedded within the caseworkers' family folders.

Some Observed Problems

The major problems observed in the operations of
the Savannah, Chatham County, Georgia Protective Ser-
vice Unit were necessarily of a different nature than the
major problems observed in the CES system.

Unlike CES, which was initially a federally funded
demonstration project and reportedly never completely
accepted as an integral part of the parent agency, PSU
was an important part of DHR, as an intake and emer-
gency intervention mechanism for the delivery of protec-
tive services. As such, PSU did not experience major
problems in case transference and unrealistic caseloads.5

s
We arc not suggesting that the fact of being a federally

funded project was the only and/or the major reason for the
problem CES experienced in case transference. We would sug-

gest that progxam sanction from top administrative personnel
would have ameliorated the situation considerably.



situations,
While PSU lacked the coniponents with which CES

was endowed to intervene in crisis this very
lack, particularly emergency foster care, can be viewed,
in part at least, as a reason PSU exPenenced no unusual
major problems in the intervention Process. CertainlY,
problems of defmition plagued PSU workers as CES
workers and, undoubtedly, PSU Workers felt the sting
for inappropriate case actions, e-g- not removing chil-
dren who were subsequently seriouslY harmed or remov-
ing children over parent's objection a-rid perhaps later
supported by court ruling of abuse unsubstantiated.
However, not having the emergencY foster care compo-
nents at its immediate disposal to bruig ro bear upon cri-
sis situations, the PSU was probablY leks inclined toward
emergency removal and thus encountered fewer prob-
lems from enraged parents.

The major problems in the PSU °Aerations, as we
observed them, were related to the delivery of services.
Problems of this nature are discussed below.

Lack of 24-hour, 7 day week intoke. - in order
that a system can provide the services it is designed to
provide, there must be a mechanism for getting con-
sumers into the system. The PSU intake is DHR's mech-
anism for getting children intz-, the protective service de-

provide selivery system. In order that a system can rvices
when they are needed, intake must be available at all
times, especially during periods identnied as periods of
the greatest need. In protective service , these periods

early mornihave been identified as late evening, ng, and
on weekends. It was in this latter sernee provision need
that the PSU was found to be wanting- Intake at DUR's
Protective Service Unit was provided only during the
agency's office hours, i.e., 8:00 a.m.- 5:00 p.m. monday
through Friday.

Intake workers at the police dePartment received
calls and acted on complaints after Diik's office hours.
And, in no way, was there a planned, coordinated proce-
dure for interagency case handling. We shall return to
this point later in this chapter.

In many such cases, the orderlY sequence of ser-
vices, which the PSU was norn-ially able to provide, was
not possible. For example, case assessment by the PSU
might well occur after parents were Jailed and children
were ur necessarily and inappropriatelY. removed from
the home. Indeed, we recall that line °Ulcers expressed
a punitive stance toward handling pinents and a motce-
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tive approach involving the removal of children from the
home for most situations they might have encountered.

Beyond the harm which could have been bestowed
upon the situation, i.e., inappropriate and/or lack of ser-
vices to children and parents, intake by law enforcement
personnel hindered identification of and subsequent ser-
vices to children in need by PSU woikers. It was indi-
cated earlier and supported by law enforcement person-
nel and PSU workers that police offieer railed to report
cases to the PSU. Further, workers in both systems ac-
knowledge the absence of uniform interagency proce-
dures for case referral and handling.

Lack of coordination beriveen systems. - Lack of
coordination between collaoral systems Tor CES and
PSU will be treated in more &rail in a following chapter.
At this point, a discussion only of the major system hav-
ing direct impact on the operations of th': PSU will be
considered. i.e., law enforcemero.

It is a fact that 24-hour intake is not rovided
through DHR's Protective Service Unit. Consequently,
certain problems have been experienced ü the delivery
of services by the PSU. But, in thinking more closely on
the problem and from a community perspective, one
might consider that it is not 24-hour eo;erage which is
lacking and thus problematic in the community's system
for the protection of children; rather, a lack of coordina-
tion of the major systems with 1,;spect to coverage from
intake through resolution. For indeed, law Inforcement
takes over where the PSU leaves off. Th:.te ailnply has
not existed procedures for tying the ends iogether.

Any problem which could be discussed as a conse-
quence of the lack of 24-hour intake could probably ap-
ply as a problem related lack of coordination between
law enforcement and the PSU. rather than repeat-
ing problems or developing them more fully, I would
like simply to suggest that a remedy to this coordination
issue would go a long ways in resolving after office hours
intake problems. Opthnistically, this might not be too
difficult to accomplish; workers from both systems ex-
pressed needs for uniformity in procedures, conjoint in-
vestigatory efforts, and a closer clearly defined relation-
ship.

Lack of available services. -- One of the major dif-
ferences between CES and PSU existed in the availability
of services which could be brought to bear in crisis situ-



ations. Protective Service Unit workers were limited in
the alternatives they could call upon without bureaucrat-
ic red tape. For example, in situations which could be
considered dangerous to children but which would be re-
solved without removal if an outside force could be
placed in the home to aid in the stabilizing process, PSU
workers only had the option of removing or allowing the
children to remain in the situation. And, of course, they
could hope and/or pray. There were DHR homemakers,
however, but they were not available to PSU workers on
a "rnoment's notice." Requests had to be made; eligibil-
ity had to be shown; and so on, more red tape. In fact,
homemakers were not available to protective workers at
all unless clients were AFDC recipients.

As another example, emergency foster homes were a
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part of DHR's resources. But again, these resources were
not intricately tied to the PSU such that immediate
availability could be assured. Further, there was a virtual
absence of homes for children with specialized needs.

Summary Statement

The Protective Service Unit of the Savannah, Chat-
ham County Department of Human Resources, appeared
to have been hampered more in its conversions (opera-
tions) processes by operations of external systems than
by a lack of internal coordination and cooperation.
Seemingly, if careful thought and planning could be giv-
en to the tying of existing DHR resources to the Unit,
the PSU could easily become a functioning comprehen-
sive ernergency service system.

3 5



Chapter 6

COMPARATIVE SUMMARY OF SERVICE FLOW

We have dsecribed the operations of two service de-
livery systems for the protection of abused and neglect-
ed children, one being in Nashville, Davidson County,
Tennessee and the other in Savannah, Chatham County,
Georgia, and the relationship of the systems to commu-
nity collateral systems. Both systems had particular
strengths, but neither had all of the strengths that might
be desirable in a community system of services for the
protection of abused and neglected children. If the goal
in a community, through various service systems, is the
provision of protection to all abused and neglected chil-
dren, then neither community network was successful in
accomplishing this goal. In both communities, however,
the public agenCy having the major responsibility for the
delivery of protective services realized relative success in
handling incidents coming to their attention, i.e., investi-
gating complaints with some immediacy and the offering
of services.1

Having made the above general observation, the re-
mainder of this chapter will focus on:

I. similarities and differences between the two
systems in terms of system structure,

2. a comparative evaluation of the systems' func-
tions,

3. a summary of major insights, and

4. a presentation of recommendations.

System Structure

While we have discussed the systems' operations,
i.e., organizational behaviors, it is at this point that a de-
tailed discussion of the systems' design and structure ap-
pears most strategic.

This notation on success is made in reference to the opera-
tions through which services were provided. We are not herein re-
ferring to the specifics of services offered nor to the impact
thereof. These issues will be addressed in a forthcoming mono-
graph. The immediacy of response to complaints and program
service capability were a more positive factor in Nashville than in
Savannah.
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Although both systems were, in fact, a subsystem of
larger systems, namely the local public welfare agency
directly, and both the state public welfare and political
systems at a more removed level, CES in Nashville bar-
ring the constraints posed by OCD and the State systems

operated to a large extent as a separable and self con-
tained system apart from the parent agency. This charac-
teristic was not one of initial design or intention.

The system was conceived as an emergency unit
crisis intervention designed to render short-term "sta-
bilizing" services after which most cases could be safely
transferred to regular protective services or some other
unit of the County Department of Public Welfare. Not-
ing, the CES diagram in Figure 1, the emergency service
unit (CES) should have terminated its case involvement
at points C, D, or E. In reality, this did not occur. In
cases in which children entered the court system via D or
E, CES personnel remained responsible for case han-
dling. Intake workers were responsible for children and
their families when temporary foster care was the order
of the court and for families when children were placed
in group homes or treatment institutions. Thus, CES as a
crisis intervention unit, was involved in some cases up to
and conceivably longer than twelve (12) months.

Like any project, CES went through several modifi-
cations in staff positions, but the structure basically re-
mained the same throughout its existence as a federally
funded demonstration project. Toward the end of the
project's funding as a federally funded program, CES
was comprised of the following staff:

Five Emergency Service Intake Workers

One Supervisor of the Emergency Service Unit
(at times this supervisory function was the re-
sponsibility of the Project Director)

Ten Emergency Homemakers (at an earlier
stage of the project, there were four)

One Supervisor of Emergency Homemakers

Two Welfare Workers H (responsible for re-
cruitment and supervision of emergency
homes in the foster homes component of the
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Figure 2
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program -- previously thew were three such
worers).

At the time of the study period, there were six commu-
nity based emergency foster homes. At one period in the
project there were eight such homes.

The structure and staff of CES was tied to the par-
ent agency basically through the interrelations of super-
visors. While case transferral, i.e., from the emergency
unit (CES) to regular units in the parent agency was not
without its problems, transferrals in general involved
consultation between the two units' superviso:

Unlike CES in Nashville. the PSU in Savannah was
structurally and operationally an integral part of the par-
ent system. PSU was designed as a separate unit to pro-
vide crisis intervention in situations so defined by the
protective service intake worker. Noting Figure 2, the
PSU normally terminated its actual case involvement at
points A, B. or C. Beyond point C, PSU was available to
workers for consultation and technical advice.

At the time of the study the Protective Service Unit
was comprised of six workers, one being a supervisor of
protective services. The point at which intake workers
terminated their involvement in cases sigialed the begin-
ning or continuing involvement of another unit within
the agency. The smooth operations between the PSU
and other agency units was undoubtedI7,, r f the ma-
jor reasons MU workers were not respr,n-+',. 'Ior an ac-
tive on-going caseload.

Like any other project. CES as a model for the cool.-
diration of services to abused. nealeeted. and children
otherwise in need of services. possessed several strengths
and weaknesses. Its major strengths were in its structure.

service components intricately tad to :lw emergen-
cy unit. This characteristic arowed jOr imeditiie re-
sponse to situations and au' offering of amdiorative ser-
vices without the disadvantages of bureaucratic red tape.
This strength of (TS was 3 weaknes, in the Savannah
PSU. One of tt.!e 'Inajur weaknesses .0! t. LS also emanated
from its very "ope:ating" sttuctur,-. The proluct flow
between CES as the emerge.ncy unt and othcr units ai
the County Department of Puhhc Welfare was hapitat
ard, time-consuming. and W3S marked by ill-defined in-
ter-una authorities. expectations. trid proceddres, Con-
versely, the product tlov. l'Sl! and ott,er alz..ncy
units was a major strength in the Savann:iii system.

Comparative Evaluation of the Systems' Functions

1. Coordin.ating and cooperating with the environ-
ment

Compliance as Criterion: hicidenee Coverage

The extent to which the mandated protective ser-
vice system can accomplish comprehensive coverage of
the population in need, i.e., abused and neglected chil-
dren and their families, is determined, in part, by the ex-
tent to which identified incidents are reported to the
system. Collateral systems, especially health/medical fa-
dlities, law enforcement agencies, and the juvenile court
are a major potential input source. However, the extent
to which these systems actually report identified cases to
the protective service system depends, in large measure,
on the level of interagency coordination and cooperation
initiated and/or maintained by the protective service sys-
tem. Thus, the extent of incidence coverage is viewed as
a measure of the extent to which the protective service
system fulfills the function of obtaining and maintaining
coordMated and cooperative relationships with the en-
vironment.

In one sense the evolution of the CES project pro-
vides an excellent example of community planning for
meeting an identified problem "head-on." In 1968-69
the local government, recognizing the increasing number
of children entering the Juvenile Court on neglect/de-
pendent petitions and the attendimg problem of the ris-
ing need for additional shelter care, initiated community
action toward the end of a better understanding of the
problem and working on alternative solutions to the
problem. The CES Coordinating Committee, which was
brought together initially by members of the Mayor's
Office, included repiesentati from the major medical,
edncatiomd, law -nforeement and social service systems.
While the Coordinating Committee was charged with the
task of working on alternative solutions to the problem,
the local DPW was responsible for designir. the CES sys-
tem and devdoping a proposal for Federal funding. The
projea was fwided for a period of three years, beginning
July, 1971. and ending lune. 1974.

At the time of the study there were no identified
concerted co;:nuuMty efforts toward the coordination
of prote.ctive services tr. Savannah.

Given the different 1,:ek of comniuniti; involve-
ment. the question then becomes one of how the two
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protective service systems differed in the fulfillment of
the function of obtaining and maintaining coordinated
and cooperative relationships with the environment.

Ifedth/Medical Systems

It was determined that in both communities, health/
medical facilities were a major source for the detection
of abused and neglected children. Eight of ten hospitals
in Nashville and all four hospitals in Savannah indicated
an increase in abuse and neglect cases. Two private hos-
pitals in Nashville indicated that such an increase had
not occurred.

While it was generally reported that child abuse and
neglect were increasingly a problem facing health/medi-
cal facilities, hospitals and other such systems were re-
sponsible for limited input into the mandated protective
service system in both sites studied. This point was cor-
roborated by protective service workers in both sites.

It appears from the fmdings that neither system was
a success in obtaining and maintaining a coordinated and
cooperative relationship with health/medical systems.

From the perspective of protective service workers
in both sites, the failure of hospitals to report was indi-
cative of a lack of cooperation with the recognized pro-
tective service system in its goal of child protection. In-
formation gathered from medical facilities; however, sug-
gests that the lack of knowledge and coordination, rath-
er than a lack of cooperation, was a more contributing
factor to the general failure to report identified cases of
abuse and neglect.

In Nashville, seven of the ten hospitals indicated a
need for standardized procedures for handling abuse and
neglect cases. This was a concern of all the interviewees
in Savannah. Beyond this, health/medical facilities in
both sites needed more information on the "protective
service" system's philosophy and the defined procedures
for case handling, e.g., who should be called.

In addition to improved interagency coordination,
health/medical facilities lacked coordination in their
own internal operations. It was noted in both sites that
intra-system handling of child abuse and neglect cases in
the medical facilities was hampered by a lack of know-
ledge or education, a lack of coordinated efforts among
key personnel, and a lack of training for case handling.

39

4 2

It appears from the findings that neither system was
a success in obtaining and maintaining a coordinated and
cooperative relationship with health/medical systems.

Law Enforcement

Law enforcement officers are in a strategic position
to detect and channel abused and neglected children into
the formal protective service system. In Savannah and to
a lesset degree in Nashville, it was determined that offi-
cers took the hard line (removal of children-punishment
of parent) approach rather than the "therapeutic" ap-
proach via the public protective service system. Several
possible factors were revealed in the present study, e.g.,
criminal sanctions in the law which may prevent officers
from assuming a helping attitude toward those who
abuse and/or neglect children, lack of education and
training for law enforcement personnel, and lack of intra
and inter-system coordination.

Because police department personnel were included
in the planning prior to the implementation of CES in
Nashville, one could surmise that a lack of cooperation
rather than a lack of cooidination contributed to initial
interagency case handling problems.

But to what could the lack of cooperation be attri-
buted in view of the apparent community interest in the
problems of child abuse and neglect by launching the
new demonstration project? One could suggest that the
prescription in the law, i.e., child abuse is a misdemeanor
carrying a fine of not more than one thousand dollars or
imprisonment of not more than eleven months and
twenty-nine days or both, would dictate that police offi-
cers assume a punitive rather than a rehabilitative ap-
proach.

Similarly in Savannah, interagency case handling
problems existed with line officers taking a punitive ap-
proach. In this instance, a lack of intra and inter-system
coordination rather than a lack of cooperation were ap-
parent factors. Both law enforcement personnel and pro-
tective service workers indicated that a cooperative rela-
tionship existed when there was a need for interagency
cooperation. However, from a procedural standpoint,
there were confusions and ambiguities on when and how
to get cases from the law enforcement system to that of
protective services. Further, while officers indicated ac-
tions, e.g., pick up child, remove, etc., revealing punitive
attitudes, the reality of the situation prevented a more



desirable approach even if auitudes were different.

In Savannah, law enforcers received complaints of
child abuse and neglect after DIIR's work day and on
weekends. This situation which was not coordinated
with PSU's efforts and activities, coupled with a virtual
lack of emergency resources, necessitated the character-
istic actions of line officers.

A further factor revealed in our interviewing in Sa-
vannah provided additional insight into the law enforce-
mentprotective service relationship. Unlike the line of-
ficers, whose most common expressed reaction to most
situations involving abuse and neglect was punitive in na-
ture, the chief administrator indicated that all cases
would be referred to DHR for handling except those re.
ported after Milt's work hours and those having serious
consequences for children. This suggests that the top ad-
ministrator in the police department expressed a philo-
sophical stance not too far removed from that of PSU.

On the other hand, the administrator and direct line
officers were miles apart. One possible reason for this is
the usual tendency for interagency communication, if it
exists at all, to occur at the supervisory level. As one of-
ficer pointed out. "We don't really communicate police-
rnan to caseworker; what communication there is, is al-
ways between their supervisors and our supervisors."

While evidence pointed to the lack of interagency
coordination in Savannah, e.g., the lack of defined pro-
cedures, the failures in the tlow of information from the
supervisory level down through the ranks, this kind of
situation could have contributed to the initial problems
in the CES-law enforcement rehitionship in Nashville as
well. This is to say that rr eprtntation of law enforce-
ment personnel in the preplanni.ng stages for CES did oc-
cur but perhaps was not sufficient to elicit the kind of
actions desired of police officers by CES personnel. The
actions of law enforcers which initially and currently
to a lesser degree -- caused rroblems for CES in case
handling did not suggest to me, at least. that the goals of
the CFS program. the umkrlying philosophy of protec-
tive services, and any knowiedze and/or training techni-
ques gathered by law enforcement personnel in the plan-
ning sessions were communicated dawn to those officers
who were directly responsil.o to abuse and neglet situa-
tions.
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Juvenile Court

Historically, the dual purpose of the juvenile court
has been that of adjudication and making dispositions on
child oriented cases which enter its arena and to exericse
its powers to provide, through community systems, for
the care, custody, and discipline of children should they
become wards of the state. As such, the juvenile court
has been a "distribution center" for neglected and de-
pendent children rather than a "service" component of
the protective service system. Following dispositional de-
cisions of the court, actual services to children have tra-
ditionally been rendered by public and private social
welfare agencies.

In lieu of innovative approaches to child protection,
the juvenile court yet remains a major source for input
into the community formal protective service agency.
One problem in the process may be viewed as a function
of the point at which input into the protective service
system takes place.

Barring any just and/or unjust charges against the
social service delivery systems, it is generally assumed
that the sooner the protective service agency becomes in-
volved in cases at the point of intake and/or prior to ma-
jor decisions, e.g., petition. removal, etc., the less likely
children will be unnecessarily exposed to the "ills" asso-
ciated with cow t proceedings.

In Nashville, juvenile court input into the CES sys-
tem occurred at the point of intake. Non-serious cases
were referred to CES for case investigation and handling.
In each case defined as an emergency, the protective ser-
vice worker from the Juvenile Court and a CES worker
made a joint field investigation. The field assessment re-
portedly resulted in joint decisions regarding the emer-
gency needs of children and their families.

In Savannah. the juvenile court input into the PSU
was haphazard and ill defined. While PSU was viewed as
the proper agency for serving neglected and abused chil-
dren, there were no mechanisms operating which provid-
ed for immediate input into PSU. This was especially
true in situations occurting after DIIR's work day hours
and on weekends. FuAlier, juvenile court workers were
not able to make investigations in the field. The expres-
sion of these workers for more involvement with DHR in



abuse and neglect cases, in conjunction with the appar-
ent success in the modified role of juvenile court work-
ers in the CES system, appear to stand as strong support
for a closer look at possibilities for future relationships
between PSU and the Juvenile Court in Savannah.

2. Intake

Expediency as a criterion

The intake function is but one of the several activi-
ties in the response process on which the determination
of expediency has been based. However, the extent to
which the intake process is expedient is to that degree a
determinant of the expediency of the total response pro-
cess.

When intake into a service delivery system is re-
stricted to work day hours, one can assume that re-
sponse by the system would be less expedient than when
intake is available on a twenty-four hour basis.

In Nashville's CES system, intake was available on a
twenty-four hour basis. During work hours, complaints
were received by the emergency intake workers. After
work hours in the CES system, complaints were received
through the DPW emergency intake answering service
which, upon preliminary screening, referred cases need-
ing immediate assessment to the emergency intake work-
er "on call."

By contrast, intake into the PSU in Savannah was
limited to the work day (8:00 a.m. through 5:00 p.m.)
five days a week. Complaints were handled by law en-
forcers after work day hours and on weekends. The ef-
forts of the two "intake channels" were not coordi-
nated. Needless to say, cases handled after PSU's work
day hours and on weekends would either not be channel-
ed to PSU intake or would take a longer period of time
between complaint and PSU Involvement than if intake
were provided on a twenty-four hour basis through PSU,

Efficiency 3S a criterion

Efficiency in the intake proces has implications for
subsequent case handling. It was determined hi Nnytil,:
and in Savannah that where intake activities of the sever.
al systems were not coordinated, the total response pro-
cess was hampered. SuccMctly, inappropriate handling
of cases by other systems poses morr.f problems for the
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delivery of services by the protective service system, i.e.,
impedes die order!y sequencing of services, making their
delivery difficult or impossible.

In the CES system, the intake function was a coor-
dinated and cooperative venture with Juvenile Court in-
take. Each case defined as serious or an emergency at
CES intake was reported to the Juvenile Court intake.
Reportedly, all calls received at Juvenile Court intake
were reported to CES. Each case defmed as an emergen-
cy was assessed immediately by the CES worker and the
protect ive service worker from the Juvenile Court.

The relationship between CES and police officers re-
portedly improved significantly over the life of the pro-
ject. According to CES personnel, with the passage of
time, all except extreme cases received by police officers
were reported to CES or the Juvenile Court before po-
lice action was taken.

In Savannah, there was virtually no coordination be-
tween the intake channel in the several systems. Accord-
ingly, case handling procedures by other "intake" sys-
tems often made the delivery of services by PSU prob-
lematic.

Compliance as a criterion: incidence coverage

Limited and/or delayed input from "intake" sys-
tems is a major concern of protective service systems
from the standpoint of their failure to provide more
comprehensive coverage of the population at risk or to
provide services in an orderly sequence.

In Nashville, input into the CES system via Juvenile
Court intake, reportedly, represented comprehensive
coverage. Early in the life of the project a sizeable per-
centage of complaints, received at the police department
intake or otherwise handled by law enforcers, were not
reported to CES prior to police actions. CES personnel
indicated, however, that the process had become more
uniform and provided a move toward comprehensive
coverage by CES of children corning to the attention of
aw en forcemen t pe rsonnel.

In Savannah, input into the protective service sys-
tem via the Juvenile Court and the police department
m,as both limited and delayed. This situation was aptly
expressed by a PSU worker who remarked that "Police
don't alway; repo:t to us; they don't refer when they



should."

Operational definition of abuse as a crite ion

One determinant of the action', to :)c. at the
point of intake; namely, referral, no acti,,m, a..A imme-
diate versus delayed response, vit:,..11d app:r tr be that
of definition. The extent to which ..tonditions o'ad/or sit-
uations appropriate to the service of t:10 ,$)71ein are both
defmed and prioritized partially determines the response
set of the intake function. Clear definitions should en-
hance the intake process.

While the activities in the intake process necessarily
involved a degree of subjective judgment on the part of
CES emergency intake workers, the intake function was
guided by written policy defining relevant conditions
and settind priorities lb; response actions. By contrast,
workers in the PSU in Savannah reportedly operated pri-
marily on the basis of personal criteria. It became appar-
ent from the interviews that the procedural manual for
caseworkers was too general and of little value by way of
de finition.

3. Screening

Operational definition of abuse as a cn terion

As screening ,s a legitimate activity of the intake
process, any advantages of an operational definition and
policy regarding priorities of services to the intake pro-
cess can also be viewed as advantages in screening.

Through screening in the Nashville (7ES system a de-
termination was made on: ( I ) the appropriateness of
complaints as defined by policy, (2) the actions as deter-
mined by intra and interagency procedures, and (3) the
expediency of response according to specified priority.

By contrast, screening in the PSU system resulted in
a determination of the above without the advantage of
clear definitions and set priorities. In addition to the
above, assignments for imostigatory purposes and case
assignments resulted from the screening activities. We
shall explicate this point in the discussions of investiga-
tion and case assignment.

4. Investigation

Expediency as a criterion

A partial analysis of L-e l tiara clearly ini:ic2*.es
that CPS responded to complaints more 'promptly than
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did PSU. Analyzing two decks of case data -- Deck I be-
ing serial abuse cases (N=86), and Deck 2 being isolated
incident cases (N=I03) we found that CES generally
investigated Deck I cases more quickly than Deck 2
cases. Investigation was initiated in less than twenty-four
hours from the receipt of the complaint in 80.2 percent
of Deck I cases and in 78.6 percent of Deck 2 cases.
This compares to 69.4 percent of Deck 1 (N=49) and
64.7 percent of Deck 2 (N=I73) investigated by PSU in
Savannah in less than twenty-four hours.

Noting Deck I cases only, CES investigated 86.3
percent of the serious cases and 77.2 percent of the non-
serious eases in less than twenty-four hours. By compari-
son, PSU investigated 73.3 percent of the serious and
67.6 percent of the non-serious within that time period.

Compliance as a criterion: investigatory coverage

Reportedly, CES investigated all complaints which
could not be referred to other community resources or
otherwise deflected from CES. On the other hand, PSU
indicated that :post abuse complaints were investigated;
while a relatively large percent of neglect complaints was
riot.

Efficiency as a criterion

CES was responsible for investigating all complaints
which could not be deflected from CES. Investigative
work on non-serious/non-emergency situations was con-
ducted by the emergency intake worker. Each case de-
fined as serious or an emergency by CES or the Juvenile
Court intake was assessed in the field by a CES emergen-
cy intake worker and a protective service worker from
the Juvenile Court. Conditions of neglect, not falling
within the types of conditions defined as relevant to
CES services, were routed to the regular DPW protective
service unit for investigation.

The coordinated approach to intake and investiga-
tion undoubtedly contributed to the expediency with
which investigations were initiated and to the potential
for comprehensive coverage of complaints received.

As indicated earlier, the responsibility for investigat-
ing was determised through the screening process in the
PSU. Complaints on active or previously referred cases
and/or were not of an emergency or serious nature were
referred to some WITr unit in the parent agency for in-
vestation.

Investigation try PSU was conducted only if the



complaint involved a new case and/or if the situation
were defmed as serious or as an emergency. In no in-
stance was there an interagency coordinated approach to
investigation.

One point bears emphasis in comparing the two sys-
tems on the investigatory function. CES had more effi-
cient operations in relation to conjoint efforts with the
Juvenile Court in emergency situations. On the other
hand, it appears that in terms of internal operations with
respect to the investigative function the PSU system was
more efficient.

We are suggesting that when a volumn of cases can
be deflected from the protective service system intake
for investigative purposes, more time and manpower will
be available for situations requiring immediate interven-
tion.

Thus, what seems to be indicated is that there are
tradeoffs in policy decisions. While operating definitions
and set priorities for investigation were undoubtedly ad-
vantageous to CES personnel; namely, clarifying relevant
situations, they were perhaps at the same time dysfunc-
tional. Policy on definition and priorities prescribed

what kinds of situations "had" to be investigated by the
system where, in fact, screening might have suggested
some cases falling within the types could have safely
been assigned to the regular protective service unit for
investigative purposes. More specifically, a "have to" sit-
uation would almost demand a random rather than a dis-
criminating response pattern.

While there was indeed an overall pattern to inter-
vention by both systems in that expediency tended to
reflect response based on severity and knowledge of
case, a closer look at the data reveals problems in CES
Intervention pattern.

For the sake of explication, the following Level II,
combined Decks 1 and 2, data are presented with prefac-
ing remarks: (1) the caseload handled by the systems dif-
fered with respe 1/4. t to severity -- a little over twenty-four
percent in Savannah and a little less than forty percent
of the cases in Nashville were determined to be serious in
nature; (2) with the majority of the cases being account-
ed for in the less than twenty-four hour time period, per-
centages in the remaining time periods are necessarily
based on small numbers. However, the distribution of
the percentages gives credence to the following discus-

Time Between Reported Incident and Investigation: Docks 1 and 2

Savannah-PSU Nashville-CES

Time Severity
Not Serious Serious Total Not Serious

Severity
Serious Total

< 24 hours 102 69.9 44 30.1 146 65.8 91 60.7 59 393 150 794
(74.6) (78A) (80.8)

1 day < 2 18 81.8 4 18.2 1 (4.9 10 62.5 6 37.5 16 8.5
(11.0) (06.8) (08.6) (08.2)

2 days < 1 week 15 71.4 6 28.6 21 9.5 8 6 4 333 12 6.3
(09.2) (10.2) (06.9) (05.5)

1 week < 1 month 17 89.5 2 10.5 19 8.6 7 70.0 3 30.0 10 53
(10.4) (03.4) (06.0) (04.1)

I month or more 11 78.6 3 21.4 14 6.3 1 100.0 1 .5
(06.7) (05.1) (01.4)

Tota: 163 73.4 59 26.6 222 100.0 116 61.4 73 38.6 189 100.0
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sion.2

The data leave little room for doubting the capacity
in the Nashville system for more expediency in respond-
ing to complaints than that in the Savannah system.
However, a close look at the tabular data indicates that
while approximately eighty percent of all cases were re-
sponded to in Nashville in less than twenty-four hours as
compared to less than two-thirds in the same time period
in Savannah. the response pattern in relation to severity
appeared to be less discriminating in Nashville than that
in Savannah.

If a response pattern is diserimatory rather than ran-
dom, one would expect that the percent of serious cases
in proportion to non-serious cases would decrease with
the advancement of time. While there are irregularities in
the Savannah data most noticeably for the period two
days to less than one week -- the :teneral expected pat-
tern is observed. On the other hand, Nashville's data re-
vealed that while there was a decreasing pattern, the per-
cent of serious cases in relation to non-serious cases
changed minimally over the several time periods.

The following question is posed. To what degree
could CES personnel actually set priorities to investica-
tion when, in fact. they were responsible for investigat-
ing practically all situations? Obviously, time spent on
non-serious complaints detracted from the time available
for situations warranting immediate inter% ention.

5. Case Assignment

Efficiency as a criterioi.

Case assignment for on-going services iti both sys-
tems appeared to be based to a large extent on structural
and organizational aspects of the systems.

All cases opened by CES intake were assigned to
and carried by CES emergency intake workers. Mile in-

2 are not abk to trpfain Cie tiifterenee tn severny in the
two ,tysterns' etasdoad Pethap,, /bete -are a number tat r:t:Zots
which at:, ount for the antbnr which are: I t tliffer-
enee n levd If problem 2; !Ito runvetnent ittw..trt1
greater input of ease:: from hospitok in Nnshville. and (31 thtfer-
ence5: between the s3.st,:ms' nnernai tnech;micrns for r:tse
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take and investigative work on non-serious/non-emer-
gency situations was conducted by emergency intake
workers, these cases. if transferrable, were carried by
workers in the regular protective service or some other
unit of DPW. Reportedly, there was no clear policy on
what kinds of cases were aceepr2d by the parent agency.

Poor relationships between the CES project and the
parent agency were evident. CES was in no position to
"force" cases on other units in the huger system if the
units refused to accept them. As a result of this organiza-
tional constraint; namely, the inability to transfer cases
when needed; each emergency intake worker carried an
average caseload of forty cases.

On the other hand, case assignment in the PSU fol-
lowed the screening process at intake. Some cases re-
ceived at intake were investigated by workers in other
units of MIR. These categories of cases, unless further
assessment revealed a need for "crisis" handling, were as-
sigied to units other than the PSU. Cases involving ac-
tive clients on whom reports were received were assigned
to the regular caseworker for investigation and on-going
case handling.

Beyond intake and handling the identified 'emergen-
cy or resolving the immediate c,-isis, PSU workers were
not responsible for case handling. Cases were transferred
to some other unit of DI1R. In addition to this initial
case responsibility. PSU workers consulted with and ad-
vised workers assigned to cases in which court action was
necessary.

6. Case Handling

Efficiency as a criterion

An intervention system having access to provisions
for long-term services would need to define and limit its
delivery of services to short-term stabilizing efforts. Case
handling needs to he predicated on a distinction between
emenzency intervention and long-term services.

The virtual lack of coordination and cooperation be-
tween the CES project and the parent system in the case
transferral process demanded that ces emergency intake
workcrs were responsible for the delivery of long-term as
well as short-term interventive services.

By contrast, NU ca handline function was limited



to activities designed to ameliorate the immediate crisis.
On-going services were delivered by other units Qf DHR.
Thus, PSU personnel were not responsible for all on-go-
ing caseload.

While CES was plagued with problems lo die case
transferral process, CES had at its immediate disposal
emergency services which could be brought to bear in
handling crisis situations without bureaucratic red tape.
While some of the similar kinds of services, e.g., home-
makers, were available in other units of D1-1119 stich ser-
vices were not available to the PSU without forlital re-
quests, eligibility determination, and other Procedural
processing. Thus, the involvement of needed services in
case handling was a more expedient and efficient Process
in the CES system.

Operational definition of abuse as a criterion

Another apparent factor which contributed to the
heavy caseloads for which CES emergency intake work-
ers were responsible was the failure to operationally de-
fme abuse in relation to case handling. What actually ex-
isted was workers being responsible for cases faking at
different points in the protection process; narnelY, chil-
dren not placed, those placed, and those in the court
process. Thus, CES as a crisis intervention systeni,
involved in some cases up to and conceivably longer than
twelve (12) months.

By contrast, PSU defined and confined case han-
dling function to intake and the resolution of the identi-
fied emergency or immediate crisis. Beyond these activi.
ties, PSU workers were available for consultation.arld ad-
visement to workers responsible for on-going sermcs.

A Summing Up of the Systems' Operations

Both systems were impeded in their internal opera-
tions as a result of the state of their rela tionship with
collateral community systems. Operations were influ-
enced negatively on two levels, one resulting frum limit-
ed input from these collateral systems and the 'other
from the ways these systems handled abuse and neglect
cases.

In relation to both the CES and the PSU systems,
we found that collateral systems, especially hospitals
provided limited input. Input via law enforcernent and
court systems in Nashville was provided on a rnore
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form basis than in Savannah. While limited input from
collateral systems is a major concern from the stand-
point of the failure to provide services to children and
families in need, from a system's standpoint, the Map-
pmpriate handling of cases by other systems pose more
problems for the delivery of services by the protective
service system; i.e., impedes the orderly sequencing of
services, making their delivery difficult or impossible.

At the time of the study, collateral systems in both
communities fell short in their responsibility of channel-
ing abused and neglected children into the protective ser-
vice system. But by what mechanisms were the protec-
tive service systems able to receive those children who
were channeled to their units? The 24-hour intake provi-
sion in the CES system was a major plus, while the lack
of intake beyond DHR's work hours or a coordinated
procedure with intake in the law enforcement or Juve-
nile Court system was a definite impediment to PSU's
operations. Given this lack in the Savannah community
network, a sudden increase in input from collateral sys-
tems would probably be less than desirable from an op-
erational standpoint.

Related to intake capabilities are the procedures for
investigating complaints. In the CES system both aspects
were intricately tied to Juvenile Court operations. Con-
joint coordinated approaches to investigation in emer-
gency or crisis situations allowed for the presence of so-
cial service assessment and court authority. Seemingly,
too, the coordinated intake and investigatory procedures
contributed to the expediency with which investigations
were initiated and to the total coverage. Reportedly all
complaints which could not be referred to other com-
munity resources or otherwise deflected from CES were
investigated.

This latter point is made primarily with the fact in
mind that the number of intake personnel in the CES
project was at the time of the study the same as the
number of personnel in the PSU. Further, it bears noting
that intake workers in CES were responsible for an aver-
age caseload of approximately forty cases in which chil-
dren were at different stages in the protection process.
On the other hand, PSU workers were not responsible
for an active long-term caseload. Thus, in terms of the
difference in county size (Davidson County, Tennessee
approximately 500,000 and Chatham County, Georgia--
less than 200,000) and given a comparable number of
key casework personnel, coordinated efforts in Davidson



County, Tennessee must be responsible in part for the
differences in expediency and coverage capabilities.

As was stated earlier and at several points in this
paper, a major advantage the CES system had over the
PSU in Savannah was the component services which
could be brought to bear upon emergency situations
without the vicissitudes of bureaucratic red tape. Some
of the similar kinds of services, e.g., homemakers, were
available in other units of DUR. However, such services
were not available to the PSU without formal requests,
eligibility determination, and other procedural process-
ing. Thus, their utility for -crisis" intervention were vir-
tually nil.

One of the major features of an emergency or crisis
intervention system is immediacy in response to com-
plaints via investigations and ameliorative services and
the successful movement of cases to other community
resources or on-going units in the larger system. The op-
erations of CES became increasingly difficult, i.e., intake
workers caseloads became increasingly larger, due, in
part, to problems encountered in case transferrals. As we
noted earlier, these difficulties were related both to in-
take workers' failure (that of CES) to operationally de-
fine crisis and to the less than desirable relationship be-
tween CES and the parent agency. The ease with which
cases were transferred between PSU in Savannah and
other units of DIM was a decided plus over CES opera-
tions.

In both systems. the record keeping system served
as an impediment to their operations. In Nashville, the
major log reflected an inflated picture of child abuse,
but at the same time serial abuse was captured. In Savan-
nah, the major log reflected a deflated picture without
capturing serial abuse cases. Both systems recorded only
"cold" facts on case handling; "hot" facts weie imbed-
ded within the mire of the workers' folders on the fami-
lies.

In recognitnig the preceding factors, it can again he
stated that each system had particular strengths in opera-
tions, but neither system had all of the strengths that
might be desirable ii the delivery of services to children
entering the service system.

Recommendations

There is no question that heJlth/medical sys-

4 9

tems. law enforcement agencies, and the juvenile court
are inajor potential sources for input into the formal
protective service system. However, it is doubtful that
the potential will be realized in the absence of a well co-
ordinated and cooperative relationship between these
sources and the protective service system. Thus, it is log-
ical to assume that until coordination and cooperation
with potential input sources occur, there will exist a gap
between the proportion of children potentially needing
services and those who are in the service delivery system.

We are suggesting that the responsibility for initiat-
ing and/or maintaining coordination and cooperation
with major input sources lies with the mandated service
delivery system. Who or what agency in a community
network should know service eligibility, case handling
procedures, and service availability better than the sys-
tem responsible for the delivery of the service in ques-
tion?

Far too often and for too long practitioners in the
social service system have assumed that individual actors
and other community agencies will or should make their
wishes known by seeking out the 41formation and/or ser-
vices needed. For individuals and/or other community
systems not to do so has been viewed as an indication of
apathy, a lack of cooperation, or some other negative
factor which places the responsibility for the failure to
act on the service seeker.

Insights gained from this study suggest that a lack of
coordination, knowledge, and training rather than a lack
of coopcyation was a more relevant explanation for lim-
ited input into the protective service system.

Where the lack of cooperation appeared to be para-
mount, as in the case of the relationsh'p between CES
and police officers, legal constraints existed which
shaped the nature of the relationship.

In Nashville, commendable efforts through the CES
Coordinating Committee were made to both obtain legi-
timacy and awareness for the project, and to establish
needed linkages with ihe involved agencies and to bring
about required changes in existing systems.3

3
Mnjor program changes were accomplished in Richland

Village. the Salvation Army. and the Juvenile Court. See Com-
munity Guide, pp. 18-19.



In retrospect, the CES Coordinating Committee
gained coordination and cooperation at the planning lev-
el. But beyond coordination and cooperation at the
planning level is the need for coordination and coopera-
tion at the service level.

Perhaps the initial failure of the CES project to ful-
fill the function of obtaining and maintaining coordina-
tion and cooperation, as reflected by limited input from
the major collateral systems, can be partially explained
by one or both of the following factors: (1) CES per-
sonnel initially failed to follow through at the direct ser-
vice delivery level on what the Coordinating Committee
accomplished at the planning level, (2) the focus of the
project, in direct response to the problem which gave
rise to its inception, was on deflecting children from the
juvenile court system rather than on comprehensive inci-
dence coverage.

There was a decided lack of coordination at the ser-
vice delivery level in Nashville. In this respect, the situa-
tion differed little from that in Savannah. Thus, our first
recommendation is that to ensure a narrowing of the gap
between the proportion of children potentially needing
services and those who are in the service system, the ser-
vice delivery system must initiate andlor maintain activi-
ties designed to bring about coordination and coopera-
tion at the service level Education and training around
problem definition and case handling procedures must
be provided to direct service providers, as well as to su-
pervisory personnel.

2. Recognizing the evident failure of the CES pro-
ject to obtain and maintain coordination and coopera-
tion with some of the major input sources, our second
recommendation is that proposals for funding intended
to create permanent coordinated services in local com-
munities include objectives, personnel, and financial out-
lays for the explicit purpose of providing public educa-
tion, training, and coordination relevant to the goals of
the service system.4

4While there was some improvement in reporting from hos-
pitals after the initial efforts made by CES; namely, providing
health/medical facilities with copies of the law and copies of the
standard reporting form and conducting two multidisciplined
workshops, one in the latter half of 1972 and the other in April
of 1973. CES recognized that the change was not a dramatic
one. And while CES personnel recognized that much more
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3. The eptrance of abused, neglected, and other-
wise maltreated children into the protective service sys-
tem and the orderly sequencing of services depend, in
part, on the system's internal intake capabilities and the
degree of cooperation and coordination between the
protective service system and relevant collateral intake
systems.

Unfortunately, the normal work day hours of intake
workers in an eight hour-five day week arrangement do
not correspond to the periods of greatest need in child

should have been done, such was not the case because there was
no one to do it. The survey and seminar planning which were
very time-consuming were done by a graduate social work stu-
dent, a former protective service worker, as a part of her field
placement experience.

CES, recognizing the need for more extensive, concentra-
ted, and organized efforts to ensure improved relations with and
reporting from community collateral systems, undertook efforts
to delegate this responsibility to some other community re-
sources. CES approached the Council of Community Services
with their concerns. A committee comprised of representatives
from various groups, was formed to discuss directions. The work
of this committee continued until Aptil 1974, during which time
it moved in the direction of identifying the need for a position
within the Department of Public Welfare with the person having
primary responsibility for spearheading the community effort to-
ward improved reporting and coordination of service delivery.

This recommendation was accompanied by an offer from
the Junior League to finance, in part, the salary for the position
for one year. The Department of Human Resources signed a con-
tract with the State Executives of the Junior League for the posi-
tion in December, 1975 with the position being filled during that
month. The contractual arrangement between DHS and Junior
League is somewhat unique.

The broad responsibilities of the coordinator will be to set
up CES Statewide and to work with hospitals, law enforcement,

courts, children's institutions, etc., toward improved coordina-
tion.

(From writtcn correspondenceDecember 30, 1975from
Mrs. Patricia Lockett, former Dircctor of CES Demonstration
Project. She is the current Director of the National Center for
Comprehensive Emergency Services to Children, Nashville, Ten-
nessee).
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protection; namely, late evening, early morning, and
weekends.

Thus, a third recommendation is that intake into
the mandated protective service system must be provid-
ed on a twenty-four hour basis through an operational
procedure in which the intake activities of all relevant
collateral intake systems are channeled expeditiously
and efficiently into the mandated pmtective service sys-
tem.

Embodied in this recommendation are two equally
important elements: (1) the existence of a mechanism
which allows for twenty-four hour availability of intake
into and services through the mandated protective ser-
vice system, and (2) the existence of cooperative and co-
ordinated relations with other intake systems. The ab-
sence of either will ensure the continuance of the gap be-
tween the proportion of children potentially needing ser-
vices and those who are in the service delivery system,
and impediments to the orderly sequencing of services.

PSU in Savannah, Chatham County, Georgia lacked
both elements. Both were present in the CES system in
Nashville, Davidson County, Tennessee, with the latter
existing in varying degrees among systems. Efforts are
presently underway to improve coordination with all
collateral systems.

Obviously, there must be a variety of ways of ac-
complishing both elements, among which are the meth-
ods and procedures used in the CES system. Wnile we
cannot specify methods which work best for specific
types of communities, we suggest that if policy makers
and planners can veer from the traditional in thinking,
workable means can be developed.

Is there something sacred about the eight to five.
five day week arrangement? Perhaps an arrangement uti-
lizing shifts and workers on a rotating basis would show
promise. Are not systems boundaries permeable? Some
community systems, including hospitals, police depart-
ments, agencies operating "ho; lines," etc., operate on a
twenty-four hour basis. Interagency cooperation and co-
ordination could possibly result in such a system provid-
ing answering service capabilities with protective service
workers on call.

4. A major strength in thc CES system was in its
structure; namely, service components intricately tied to
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the system such that the offering of ameliorative services
was prompt and efficient. This strength in the CES sys-
tem was a major weakness in the Savannah PSU. Some
of the similar kinds of services, e.g., homemakers and
emergency foster homes, were available in other units of
DHR. Such services, however, were not available to the
PSU without formal requests, eligibility determination
and other procedural processing. Thus, their utility for
"crisis" intervention was virtually nil.

When the access to existing services is denied or de-
layed due to bureaucratic red tape, the abused, neglect-
ed, and otherwise maltreated children are further victim-
ized. This implies that the various service components
presently administered and guarded in separate divisions
of the larger public welfare system that affect abused
and neglected children need to be consolidated under a
single service package. Such a move need not mean the
centralization of units responsible fot the various ser-
vices; rather, a cooperative and coordinated procedure
allowing for speedier and more efficient inter-unit flow.

5. Such an approach would yet fall short of the
desired, for the reality remains: different services are
funded from different sources and for specific categories
of consumers. Thus, while such as that sug-
gested might improve the situation :nliere eligi-
bility for the services is easily determined, it may not im-
prove the situation for "borderline" cases nor for those
in which the eligibility test is not met.

Since all abused, neglected, and otherwise maltreat-
ed children deserve the most appropriate service avail-
able, perhaps an alternative to the above approach would
be to marshal such services through a coalition of com-
munity groups. The coalition could plan and conduct
activities designed to recruit volunteers for specific pur-
poses in the community's system for protecting children.
Volunteers could be used in the capacity of homemak-
ers, caretakers, emergency foster parents, etc., much on
the ordcr of schools' utilization of parents as volunteer
teachers for hospitalized and home-bound children and
the American Cancer Society's use of volunteers to re-
lieve families of cancer patients. The idea is not new; the
list of examples could go on.

6. One of the key areas for concern of personnel
in the CES system was the problems encountered in
transferring cases from the CES emergency unit to other
units of the parent agency. This constraint, which was



discussed in considerable detail in Chapters 4 and 6, re-
sulted in emergency intake workers having to carry
heavy caseloads and having to plan for cases falling at
different points in the child protection process. Thus, in
many cases CBS was directly responsible for case han-
dling for a.; long as ten to twelve months:Such problems
did not, exist in the Savannah PSU.

It is necessary to reemphasize that the CES sjm
was a federally funded project. This is not to suggest,
however, that the fact of being funded by federal monies
was the only and/or the major reason for the problemat-
ic relationship between CES and the parent agency. Cer-
tainly, there are a number of examples which indicates
the eventual failure of new projects which were under
the same financial umbrella as ongoing programs.

The source of funding may have been a secondary
factor contributing to the undesirable relationship be-
tween CES and the parent agency. The lack of positive
sanction from top administrative personnel in the parent
agency was perhaps a primary factor. Thus, we recom-
mend that where new programs are developed within a
system regardless of funding source top administra-
tive personnel give positive sanction to the program's
operation and staff It is only with such continuous sup-
port that new programs can gain and maintain legitimacy
and awareness within the larger system.

7. A seventh recommendation concerns the nature
and extent of interagency case involvement and the im-
plications coordinated efforts have for more efficient
utilization of manpower. It was noted that the number
of intake personnel in the CES system was at the time of
the study the same as the number of personnel in Savan-
nah's PSU. Intake workers in CES were responsible for
long-term services in an average caseload of approximate-
ly forty cases. On the other hand, PSU workers were not
directly responsible for an active long-term caseload. Be-
yond this, data clearly indicate that the response pattern
in the CES system was more expedient than that in the
PSU system. Reportedly, coverage capability was more
comprehensive in the CES system.
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Given the above facts and the fact of the difference
in county size (Davidson County, Tennessee approxi-
mately 500,000 and Chatham County, Georgia less
than 200,000), we suggest that perhaps the pooling of
manpower resources, namely CES and Juvenile Court
workers under coordinated procedural conditions contri-
buted, in part, to the greater capacity for expedient re-
sponses to complaints and investigatory coverage in the
CES system. Therefore, we recommend that mechanisms
be established between the mandated protective service
system and the major collateral intake systems to ensurv
a more coordinated approach both to the intake and in-
vestigatory functions.

Summary Statement

In this chapter, we have attempted to describe and
compare the two protective service delivery systems on
selected operational and structural aspects and on the re-
lationships of these systems to major community collat-
eral systems.

Efforts were made to identify salient similarities and
differences, and to pinpoint factors which impeded or
enhanced the systems in their operations process. It is
hoped that the identification and discussion of the prob-
lem areas, as we viewed them, have produced informa-
tion which can be utilized for the designing or modifica-
tion of the process of assessing and serving abused and
neglected children.

It is imperative that we reemphasize the focus of
this report at this point. This report is based on an analy-
sis of both systems' operations or processes. We have
concerned ourselves with such issues as entrance into the
system via major community collateral systems and both
protective service systems' mechanisms for handling chil-
dren within the systems. A subsequent report, which will
be based primarily on case data, will attempt to tie input
and output data to each protective service system's op-
erations. And to the extent that the data allow, we antic-
ipate evaluating each system's outcome or effectiveness
by that method.
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